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ABSTRACT
THE EFFECTS OF HOSPITAL UNIT NURSE LEADERS’ PERCEIVED
FOLLOWER SUPPORT ON NURSING STAFF PERFORMANCE OUTCOMES
by
JOY BAILEY
Hospital unit nurse leaders are increasingly expected to deliver high quality
patient outcomes at less cost yet very little is known about how they accomplish these
goals while meeting work force demands and the needs of the organization. Whereas
the literature is replete with studies about the work environment of nurses in general,
very little has been published that examines the work environment of unit nurse
leaders even though, by virtue of their role, they are inextricably linked to both staff
performance and patient outcomes and ultimately the success of hospital
organizations.
The purpose of this study was to examine nursing support relationships (unit
nurse leaders’ perceived follower support (PFS), nursing staff perception of leader
supportive supervision (SS) and unit nurse leaders’ perceived organizational support),
unit nurse leaders’ work stressors (role conflict, workload and span of control) and
nursing staff outcomes of work team cohesion (WTC), job satisfaction, absenteeism
and turnover intent on the acute care hospital nursing unit.
Thirty-two unit nurse leaders from nine urban hospitals, along with 397 of the
staff they supervised were surveyed. Seventy-seven percent (n = 305) of the nursing
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staff were registered nurses; the remaining 23% (n = 92) were nursing assistants and
unit secretaries. The average nurse leader’s span of control was 41staff members
(SD=43.5; range: 24-135). Most nurse leaders were affiliated with academic medical
centers.
Results showed that leaders with higher levels of PFS were more likely to
display higher levels of SS of their staff and that higher levels of SS were associated
with greater WTC, higher staff job satisfaction and increased staff intent to remain
with the organization. Supportive supervision mediated the relationship between PFS
and staff work team cohesion, job satisfaction and turnover intent. Also the negative
effects of nurse leader role conflict on SS weakened with higher PFS.
This preliminary study lays the ground work for more expansive studies on
supportive interactions between unit nurse leaders and their staff, with potential to
inform nurse administrators about the importance of the unit leader/staff relationship
and its influence on nursing staff performance outcomes and ultimately patient
outcomes.
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CHAPTER I
INTRODUCTION

In one crucial respect, the hospital remains dramatically different from other
organizations: in hospitals, as a normal part of the routine, people suffer and
die. This is unusual…To be complete, theories of hospital life need to
acknowledge this crucial difference, since adapting themselves to pain and
death is for hospital workers the most distinctive feature of their work…In
building theories of organizational life, sociologists must try to see how
hospitals resemble other organizations…but we should not make a premature
leap to the commonalities before appreciating the unique features of hospitals
that make a nurse’s task so different from that of a teacher or a businessman
or a bureaucrat (Chambliss, 1996, p.16).
The preceding quote, although lengthy, is an apt one. The writer articulates
well why it is incumbent on researchers to consider environmental context when they
develop theories of nursing organizational behavior. For hospital unit nurse leaders,
having to cope with job demands amid a persistent bombardment of intense human
encounters is likely to make their daily experiences exceedingly stressful; yet they
must consistently maintain equilibrium in order to be effective leaders. There is no
doubt that the role of patient care unit nurse leader is pivotal to a hospital’s success.
In particular, at unit level nurse leader support is considered vital for nurse retention
and job satisfaction (Anthony et al, 2005; Gelsema, et al, 2006; Gillett, Colombat,
Michinov, Pronost & Fouquereau, 2013; Kramer et al, 2007). However, there is
limited research on how unit leaders manage to be supportive of their employees in
the face of job demands that may threaten to derail their success. In fact the unit
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leader’s well-being, though crucial to their performance, is very understudied.
Support in the workplace has been found to mitigate the effects of stress (Kath,
Stichler, & Ehrhart, 2012) and supervisor support is said to enhance employee
performance (Brunetto, Farr-Wharton, & Shacklock, 2010). In a United Kingdom
qualitative study on psychological contracts and commitment among nurses and nurse
managers, nurses reported that line-management and peer support were essential for
quality care delivery and that the unit work environment was more important to them
than that of the wider organization (McCabe & Sambrook 2013). These findings
highlight the importance for supportive interplay among nursing staff on the hospital
unit. However, although it appears intuitive, nothing in the literature speaks to the
role of reciprocal support from their employees in enhancing job enjoyment for unit
nurse leaders.
The purpose of this study was to examine support relationships among unit
nurse leaders and their followers on the acute care hospital inpatient care unit. In
particular, the unit nurse leader’s perception of follower support (perceived follower
support, PFS) was examined for its potential to predict leader supportive supervision
behaviors and, in turn, enhance team cohesiveness, increase nursing staff job
satisfaction, decrease nursing staff absenteeism and reduce nursing staff turnover.
Unit leaders’ perceived organizational support (POS) was tested as moderator of
supportive supervision’s mediating relationship between PFS and employee outcomes
and unit leaders’ perceived work stressors were examined as predictors of supportive
supervision (SS). Finally PFS was explored as moderator of the relationship between
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perceived work stressors (role conflict, workload and span of control) and unit
leaders’ supportive supervision.
The Problem in Context
What makes a unit nurse leader’s role different and worthy of special
attention? Undoubtedly, managing a patient care unit requires fortitude to meet and
conquer daily challenges but one might argue that the environment for unit nurse
leaders is no more stressful than that of staff nurses. However the difference is that,
even though unit nurse leaders function in the same environs, they have supervisory
and accountability job demands over and above those of the nurses they supervise.
They are primarily responsible and held accountable for the actions, performance and
well-being of all nursing staff on their units, and their own performance and
remuneration are invariably rated according to these outcomes. One might argue also
that managing a patient care unit is no more arduous than managing units in other
industries. However, there are few business industries where unit-level managers are
likely to have direct responsibility for very high numbers of employees [some have as
many direct reports as 80 and 325 staff as reported by Bailey (2010) and are on call
24 hours per day (Shirey, 2009)], are given little or no administrative support and
must ensure the safety of human beings in an environment where there is great
potential for errors and tragedy (Institute of Medicine (IOM), 2004) while ensuring
monetary profit. All of this makes managing nursing different and emphasizes the
importance of the unit leader’s role for ensuring optimum nursing and patient
outcomes.
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Significance of the Unit Nurse Leader’s Role Within the Hospital
Organization
While most hospital leaders develop organization goals that emphasize service
to humanity, most likely all those leaders will admit that they must make money. For
many organizations the battle for fiscal viability is won (or perhaps lost) at the level
of the patient care unit where hospital administrators expect high quality patient
outcomes and a profitable bottom line delivered by engaged nursing staff in the
context of what has consistently been described as an inherently complex, stressful,
demanding and unpredictable work environment (Bailey, 2010; England, 2008;
Johansson Sandahl & Hasson 2013; Lindholm, 2006; Rodham & Bell, 2002; Shirey,
2004; Shirey, 2009; Vardaman, Cornell, & Clancy, 2012). These dynamics make the
role of the unit-level nurse leader crucial for meeting the hospital organization’s
objectives and highlight the importance of identifying motivators for the unit leader’s
effective performance, particularly with regard to their impact on nursing staff
performance.
Much has been documented about the universal nursing shortage and it is
evident that this situation may persist for the foreseeable future (AACN, 2010).
Notwithstanding the prevailing high unemployment level in other sectors and the
trend toward seeking jobs in the healthcare sector, many hospitals continue to
experience difficulty in sustaining stable nursing workforces. This brings into focus
the importance of retaining high performing unit nurse leaders and nursing staff at the
bedside, ensuring their job satisfaction and reducing turnover in their numbers. In the
US, unit-level nurse leaders supervise and must motivate approximately 4.7 million
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nurses and assistants who comprise 54% of healthcare workers and who are a
substantial percentage of any hospital workforce (Institute of Medicine (IOM), 2004).
Of the 2.6 million nurses in the US, approximately 62% are employed in hospitals
(US Department of Health & Human Services, 2010). In these hospitals unit nurse
leaders guide nursing staff and administer clinical areas, which are the center of
patient care activities, and, arguably, one of the organization’s greatest revenue and
expense cost centers. Unit nurse leaders are the individuals on whose shoulders lay
the burden of expectations for positive unit performance metrics hence the stress
effect on them is likely to be compounded. It would seem, therefore, that managing
their own stress while motivating staff might be one of the greatest challenges for
hospital unit-level nurse leaders.
But there are other factors that heighten the unit nurse leader’s role
predicament. Over the past several decades the global face of nursing has
transformed exponentially and with that transformation the narrowly defined role and
scope of the “ward sister” has become the greatly expanded one of the patient care
unit nurse leader (Duffield & Franks, 2001; McCallin & Frankson, 2010;
Oroviogoicoechea, 1996; Shirey, 2004; Skytt, Ljunggren, Sjoden & Carlsson, 2008;
Surakka, 2008; Wilmot, 1998). Patient care unit nurse leaders must have the skills
and fortitude to meet intense job demands. The unit nurse leaders’ role requires
mastering a multitude of skills amid the unpredictable chaos of the workplace while
they remain emotionally balanced motivating the staff they supervise. They must be
committed to and capable of delivering metrics of high staff and patient satisfaction,
low staff turnover, collegial physician partnerships and a balanced budget amid the
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physical and emotional demands of easing pain and suffering and saving lives.
Regrettably, high turnover and vacancy rates among managers indicate that many
may fail to do so. Wendler, Olsen-Sitki, and Prater (2009) cited turnover in one
hospital’s numbers at near 16%, much in keeping with average national rates
(American Healthcare Association, 2007). High unit nurse leader turnover is costly
and should be controlled.
Unfortunately, today’s hospital administrators may not have addressed some
important nursing management issues occasioned by the incremental changes that
have impacted the well-being of unit leaders (Shirey, 2006, 2009) and which are of
significance to their organization’s very existence. Organization leaders may have
failed to appreciate and/or recognize the pivotal role of the unit-level nurse leader
within the leadership matrix and thus may have deemphasized the importance of
addressing unit nurse leaders’ personal needs. For example, the tendency in nursing
has been to promote fine bedside nurses and expect them to transform into adept unit
managers. However, as the stakes for high performance increase, this may no longer
be acceptable or prudent and organizations now need to identify the best practices and
environments for optimum patient outcomes and staff performance.
But why is this more important now than before? It is more important than
ever because the evidence suggests that while the face of nursing has changed and
with it the unit environment, very little has been done to examine organizational
behavior in the context of unique and increasingly complex interrelationships within
the care community of patients, families and workers at the site of the hospital’s core
business generator. While a tremendous amount of research has been done on the
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effect of working conditions on staff nurses at the bedside, there is a paucity of
research on how unit nurse leaders are affected even though they work under similar
conditions as staff nurses, with added role functions and work factors that have the
propensity to compound stress and diminish their own levels of performance (Bailey,
2010; Brown et al, 2013; Shirey, 2009; Shirey, Ebright & McDaniel, 2008). Research
in nursing workplace behavior has focused mainly on how bedside nurses cope with
handling daily encounters with stressors. Although most of past and current research
is dedicated to studies with predictors that invariably involve unit nurse leaders as
necessary contributors to positive outcomes for nurses, there are few studies focused
on how these leaders cope with the work challenges they too encounter. In essence,
what most researchers fail to consider is that staff nurses go home at the end of a day
and leave the job behind them. Unit nurse leaders are not able to do so as they have
24/7 responsibilities for their units. They cannot disconnect at the end of their
workday and are at constant beck and call of e-mail and telephone calls to handle jobrelated problems. Such work conditions require tremendous psychological buffering
resources to prevent these nurses from failing, hence the need for theoretical
frameworks dedicated to examining their performance and impact at the patient care
unit level.
Intent of the Study
The intent of this empirical study is to examine the role of unit nurse leaders
in the context of the very complex and chaotic hospital unit work environment in
which they work. The literature has a myriad of job titles synonymous with that of
the unit-level nurse leader; nurse manager, unit director, head nurse and charge nurse,
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to name only a few. In keeping with contemporary leader/follower concepts the term
unit nurse leader was selected as it presents a simple description of the role. For this
study, unit nurse leaders are those who supervise one or more clinical units in an
acute care hospital and have 24-hour responsibility for unit operations. A model will
be presented to show how support systems within the unit environment, in particular
leader perceived follower support, may benefit both unit nurse leaders and the staff
they supervise and ultimately predict staff performance outcomes.
Research Purpose and Hypotheses
As noted earlier, the purpose of this study is to examine support relationships
among unit nurse leaders and their followers on the acute care hospital inpatient unit.
The study hypotheses, which are grounded in organizational environment support
constructs, are presented and explained below.
The study model emphasizes the importance of how team members perceive
the relationships they have with each other. For this study, it is proposed that there is
a prime force in the nursing work environment that greatly defines unit nurse leader
behavior; this phenomenon is perceived follower support (PFS) as presented by
Eisenberger, Wang, Mesdaghinia, Wu, and Wickham (2013). The POS construct has
been modeled to define perceived follower support and it is proposed that unit nurse
leaders hold general beliefs concerning how much their employees value their
contributions and care about their well-being. This perception profoundly affects
their interaction with their subordinates. The idea for this approach originated from a
phenomenological study of nine unit nurse leaders where Bailey (2010) described an
emerging theme that suggested subordinate support might be a motivating force for
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the nurse leaders. Nurse unit leaders overwhelmingly reported that the relationship
with their subordinate employees was a motivator for their wanting to show up for
work each day and their employees’ collective support was a sustaining force. It is
expected that a unit nurse leader’s perception of high follower support should
engender supportive behaviors toward those supervised. It is also possible that the
response is bi-directional.
Hypothesis 1: Perceived follower support (PFS) is positively associated with
high levels of nurse leader supportive supervision.
In addition, there are other organizational support factors that need to be
considered. As stated earlier in this paper, there is considerable evidence that high
perceived organizational support is associated with positive employee outcomes
including improved worker well-being and performance (Baran et al, 2012; Patrick &
Laschinger, 2006). Therefore it would be expected that high POS would enhance
manager wellbeing. Kath, Stichler, and Ehrhart (2012) studied work support factors
as moderators of nurse manager stress. They found that social support (hospital, peer,
supervisor and subordinate) moderated the relationship between perceptions of stress
and organizational commitment; however, managers with high subordinate support
experienced steeper drops in organizational commitment when stress was high,
compared with those who had low subordinate support. Although the Kath et al study
had limitations in that the design was cross-sectional and surveys were from a
common method source, the findings are important in that they might suggest a
complexity of relationship bonds among the nursing unit team members.
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Eisenberger et al (2013) reported PFS as having a “compensatory effect” on
the relationship between PFS and supportive supervision when POS is low. In a field
study of 94 supervisors and 277 government employees, Eisenberger et al (2013)
found that perceived follower support was related to supportive supervision.
However, they found also that PFS was more strongly associated with supportive
supervision when POS was low rather than high, and suggested that supervisors are
more concerned with how their subordinates feel about them when their perception of
organizational support is low. The researchers also proposed that the leader/follower
relationship bond might depend on both the psychological needs of the parties and the
dependency of leaders on followers. The study by Eisenberger et al was conducted
with groups of government workers in a different setting. Should similar results be
found with relationships among nursing teams on the hospital unit the likely
explanation is that, in a care delivery environment where cooperativeness is necessary
for team success, in the absence of organizational support, unit managers may look
more to the core nursing team and perceive their presence as essential to their
success. For example, personal bonds become valuable exchange capital when more
staff is needed in a crunch or when potentially unpopular organizational changes have
to be communicated to the staff at the bedside. It appears intuitive that unit nurse
leaders would draw closer to and demonstrate caring behaviors to those they depend
on daily for their success, resulting in higher levels of supportive supervision.
However, one might also surmise that high POS could possibly lead to higher levels
of supportive supervision through heightened leader well-being wherein there is a
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positive effect of PFS on supportive supervision when POS is high and also a positive
effect of PFS on supportive supervision when POS is low.
The second hypothesis entails examining the relationship between POS and
leader supportive supervision. However for this study, as in the study by Eisenberger
et al (2013) the moderating effects of POS on the relationship between PFS and
supportive supervision, as mediator of staff outcomes will be examined.
Hypothesis 2: The positive relationship between PFS and supportive
supervision is greater when leader POS is low than when leader POS is high.
The third hypothesis examines job characteristics that typify the unit nurse
leader’s work experience and may account for complex interactions between
predictor variables. Organizational behavior research has pointed to the effect of
worker perception of work stressors as hindrances or challenges and their positive or
negative effects on employee engagement (Crawford, LePine, & Rich, 2010).
Rodham and Bell, 2002, reported work overload and constant interruptions as major
stressors for nurse managers, yet they found that managers readily accepted extra
work hours as normal and appeared oblivious to the harm these stressors might have
on their health. Consequently, it is relevant how unit nurse leaders perceive elements
in their environment. While there are several factors that contribute to stress, large
span of control, high workload and role conflict are consistently cited in the literature
(Bailey, 2010; England, 2008; Everson-Bates, 1992; Foster, 2000; Lee & Cummings,
2008; Lindholm, 2006; Shirey, McDaniel, Ebright, Fisher, & Doebbeling, 2010). As
stated earlier, it is not unusual for unit nurse leaders to have large spans of control of
50 to 80 direct reports (Bailey, 2010) and as many as 325 (Shirey, 2009) persons
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reporting to them. Because workload, role conflict and large span of control are
consistently recognized in the literature as hindrance stressors for unit nurse leaders,
they could significantly affect the manager’s supportive behaviors. While unit nurse
leaders may feel supported by followers and desire to be more supportive, these
stressors might make it difficult for them to be as supportive as they would like.
Elaborating on the concept of supervisory support, McGilton (2009) posited that
effective nurse leaders are tuned into their own and the emotions of others in their
environment, are empathetic and dedicated to inspiring work team commitment. In
keeping with McGilton’s concept of supportive supervision, it is proposed that to be
supportive the manager must cope well with environmental stressors and apply any
resources available that enable supportive behaviors and allow them to be perceived
by subordinates as supportive.
The consideration of potentially negative variables outside of unit nurse
leaders’ work environments was beyond the scope of this study; however, factors in
the immediate environment, which might hinder or aid their ability to be supportive,
were considered. To be precise, it was proposed that unit nurse leaders with large
spans of control, who experience role conflict and who perceive their workload as
difficult, may have little emotional or physical residue of resources to be supportive
of their staff (England, 2008; McCallin & Frankson, 2010; Shirey, 2008). In other
words, certain work stressors could significantly diminish nurse leaders’ capability to
be supportive. It was expected that stress factors of perceived high workload, role
conflict and span of control would predict supportive supervision such that supportive
supervision would be low when these stress factors are high.
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In a qualitative study, Bailey (2010) reported that, “juggling competing
demands” emerged as one of the major themes in the study of nurse managers. All
nine unit leaders interviewed spoke of being unable to finish the multitude of tasks
required of them during days characterized by numerous meetings, and volumes of
paper work competing with time demanded by employees, patients, family members
or other duties assigned or assumed because there was no one else to do them. Many
managers spoke of difficulty in following a planned schedule because of constant
interruptions and having to respond to the many situations that would crop up and
demand their attention. However, when asked what made them want to turn up for
work each day, all nurse leaders expressed that they liked their role and that the
support from their staff members was their mainstay. While it is expected that the
identified stress factors will negatively affect supportive supervision, it is possible
also that high PFS might lessen the negative effects of stressors on supportive
supervision. This leads to the next two hypotheses.
Hypothesis 3a: Unit nurse leader workload, role conflict, and span of control
are negatively related to supportive supervision.
Hypothesis 3b: PFS moderates the negative relationships of unit nurse leader
workload, role conflict, and span of control with supportive supervision such
that the relationships are weaker when PFS is high.
The final two hypotheses address the mediating effect of supportive
supervision on employees’ performance outcomes. Several studies have found that
unit nurse leader supportive supervision is associated with better nurse performance
at the unit level (Duffield, Roche, Blay, & Stasa, 2011 Gelsema et al., 2006;

14
Laschinger & Leiter; 2006 Sellgren, Ekvall, & Tomson, 2008). Gelsema et al (2006)
found the strongest predictors of job satisfaction were social support from supervisor,
reward and control over work. Eisenberger et al (2013) found that workgroups that
received supportive supervision showed higher levels of workgroup performance and
job satisfaction. If the concept of reciprocity norm is applied, PFS should engender
supportive supervision and employees who perceive their manager as supportive
should ultimately demonstrate behaviors that benefit the relationship and the
organization, for example higher levels of staff engagement, lowered absenteeism,
flexibility with work assignments, or cooperation with accomplishing team goals as
demonstrated in cohesive team work-behaviors. In a study of long-term care staff,
Schaefer and Moos (1996) reported that coworker cohesion predicted worker intent to
stay on the job. Lucas, Atwood, and Hagaman (1993) found similar outcomes in a
study of 385 nurses in public and private hospitals. Given the potential to predict
staff performance outcomes, supportive supervision is proposed as a force central to
productive worker behaviors in that a highly supportive nurse leader will foster more
high-performing nursing team members with demonstrated high team member
cohesiveness, high levels of job satisfaction and work engagement and less
withdrawal work behavior as evidenced by lower absenteeism rates.
Hypothesis 4a: Unit nurse leader PFS is associated with unit staff
performance outcomes of (a) high work team cohesion, (b) high job satisfaction, (c)
high work engagement, (d) lower turnover intent and (e) lower absenteeism.
Hypothesis 4b: Supportive supervision mediates the relationship between PFS
and unit staff performance outcomes such that high levels of leader supportive

15
supervision are associated with staff performance outcomes of (a) high work team
cohesion, (b) high job satisfaction, (c) higher work engagement, (d) lower turnover
intent, and (e) lower absenteeism.
While there are several other predictor and outcome variables and other
potential interactions that might be of relevance to unit nurse leader relationships with
the staff they supervise, the foregoing hypotheses have been selected for their
emphasis on leader perception of collective follower support, hypothesized responses
to that support, and the fresh perspective that they bring to the research surrounding
nursing leader/follower relationships on the hospital inpatient-nursing unit.
Assumptions
This study is based on the premise that the hospital patient care unit
environment is inherently and endemically stressful. As arbiters of the patient care
unit domain, unit nurse leaders must identify and draw on available work resources in
order to cope effectively and prevent personal strain likely to result from stressors in
the work environment. Effective coping is necessary if managers are to successfully
lead and mentor nursing staff. The assumption is that interactions between the unit
leader and individuals in the unit environment will necessarily define the nature of
performance outcomes of both unit nurse leaders and the nursing care teams they
lead. Further, it is proposed that subordinate employees are a melded supportive
force capable of collective supportive behaviors that engender reciprocal leader
supportive behaviors that ultimately result in positive performance outcomes.
Hypothesized relationships are shown in the conceptual model in Figure 1.
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Figure 1
Model to illustrate the relationships between perceived work support variables and unit nurse leader and nurse
performance at the hospital unit level
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Theoretical Framework
A Social Exchange Theoretical Approach
The conceptual framework for this study is based on the theory of perceived
organizational support (POS). POS is one of the more prominent social exchange
theories applied to organization behavior in today’s work environments. The social
exchange construct originated in the discipline of sociology. According to Molm
(2003) individual participants in an exchange relationship have resources valued by
others. Each party seeks to obtain what they value (and the other controls) through a
process of social exchange. Exchange relationships are either negotiated (bargained)
or reciprocal. In reciprocal exchange, parties contribute separately and usually
without knowing whether or not actions or contributions will be reciprocated.
Relationships evolve and build as beneficial acts prompt reciprocal benefits.
Origins of Perceived Organizational Support Theory
Eisenberger and colleagues first described the social exchange theory of
perceived organizational support in 1986; the theory is based on the sociological
concept of reciprocity. Eisenberger and Stinglhamber (2011) state, “organizational
support theory assumes that, on the basis of the norm of reciprocity, employees
reciprocate perceived organizational support with a felt obligation to care about the
organization’s welfare and help reach its goals” (p. 55). According to Dr.
Eisenberger (personal communication, 2011), the idea for exploring POS developed
in a class with some of his students. They were questioning why employees were
committed to organizations but his students were less interested in why employees
were committed to organizations than they were in what it was in an organization that
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begat commitment from its employees; they felt that most employees were more
concerned with the extent to which the organization values them, the employee.
Eisenberger et al (1986) operationalized the construct through the Survey of
Perceived Organizational Support (SPOS).
The perceived organizational support theory postulate is that “employees in an
organization form global beliefs concerning the extent to which the organization
values their contributions and cares about their well-being” (Eisenberger et al, 1986,
p. 500). The employee’s anthropomorphist view of the organization engenders
feelings that the organization may well or ill-disposed toward them and, for them the
organization fulfills certain “socioemotional” needs such as approval, esteem,
affiliation and emotional support, and is ready to help them and reward them for
greater effort (Eisenberger & Stinglhamber, 2011, p. 5). When perceived
organizational support is high, employees are happier, more engaged and more
committed to the organization.
Using a 36-item tool among 361 employees, Eisenberger et al (1986)
successfully tested POS for several attributes such as satisfaction with the employee
as a member of the organization; employee performance; anticipation of employee’s
future value; satisfaction with employee extra effort; consideration of employee’s
goals and opinions; organization’s concern about fair pay; job enrichment; employee
job satisfaction; employee well-being and response to complaints, among others.
Participants were white collar, clerical, secretarial, line workers and professional
employees from manufacturing, financial, law, teaching and postal organizations.
Questions were asked of participants to elicit their emotions about their organization.
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In testing the theory, Eisenberger et al found a negative association between
perceived organizational support and employee absenteeism and that the association
was greater for employees with a strong exchange ideology (this demonstrates the
concept of reciprocation) than for those with a weak one.
Elements of Perceived Organizational Support
According to Eisenberger and Stinglhamber (2011) there are several features
of perceived organizational support that contribute to positive outcomes in the
workplace. The prime element of the organizational support process is the
employee’s personification of the organization. The employee attributes a personality
to the organization believing the organization to have benevolent or malevolent
intentions toward them. However, several variables influence the degree to which
work experiences affect POS. One such variable is discretionary behavior of the
organization, i.e. whether the organization acts voluntarily rather than being coerced
by regulations or union contracts. Another, organizational sincerity, enhances POS
when that sincerity is conveyed through genuine displays of positive regard
(sentiments such as praise, approval for good work, caring and concern) by
representatives of the organization and is associated with tangible rewards for high
employee performance. A third, the extent to which supervisors and other agents of
the organization are identified as embodying the organization (organizational
embodiment), defines whether employees perceive the supervisor’s actions as
analogous to those of the organization. Fourth is felt obligation. Fostered by POS,
employees feel obligated to the organization although they also expect reward for any
increased effort to satisfy organization goals (norm of reciprocity) and anticipate help
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from the organization when they need it. Finally, POS might fulfill the human desire
to be affiliated, accepted and a part of social structures.
According to Eisenberger and Stinglhamber, several antecedents to POS have
been identified. Among them are pre-employment experiences such as fair selection
process or a sensitive interviewer, fairness of treatment to self and co-workers,
organizational politics that impinge on fairness, management communication, job
conditions, rewards, value congruence, job security, social networks and supervisor
support. The main positive and negative consequences of POS have been identified
as organizational commitment, employee performance, organizational citizenship
behavior, withdrawal behavior, job-related affect and job strain (Baran, Shanock &
Miller, 2012).
Perceived supervisor support. Perceived supervisor support (PSS) has been
established as a significant antecedent to perceived organizational support
(Eisenberger, Stinglhamber, Vandenberghe, Sucharski & Rhoades, 2002; Kottke &
Sharfinski, 1988; Shanock & Eisenberger, 2006). While employees may view their
supervisor as having independent values and motivations, it has been established that
the inclination to perceive supervisors as agents of the organization establishes the
notion of supervisor behavior as being sanctioned by, and representative of the
organization (Eisenberger & Stinglhamber, 2011), thus high perceived supervisor
support is associated with high POS.
Perceived supervisor support as a derivative of POS. Building on the POS
theory, Kottke and Sharafinski (1988) proposed the concept of Perceived Supervisor
Support and operationalized it through the survey of perceived supervisor support.
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By substituting the word “organization” for “supervisor” Kottke and Sharafinski
(1988) developed a tool for testing perceived supervisor support. They used the PSS
tool in their study of 216 municipal government employees to test the idea that
employees would most value the opinions of the person closest to them in the
organization hierarchy with resulting moderating effect on POS; their findings were
supported. The perceived supervisor support tool has been used in a number of other
studies with high reliability (Eisenberger et al, 2002; Rhoades & Eisenberger, 2002;
Shanock & Eisenberger, 2006). In a study of 521 employees (hourly-paid sales
support; salaried sales support and salaried sales people with average tenure of 60
months) Eisenberger et al (2002) found that perceived supervisor support was
positively related to POS and negatively related to turnover and that, POS played a
mediating role in the perceived support-turnover relationship reducing turnover “by
strengthening felt obligation toward the organization and affective organizational
commitment” (p. 570). The relationship between POS and PSS in influencing
employee turnover could be applied to examine turnover in the unit nurse leader
population. Supportive supervision will be tested as a predictor in the model, but
more importantly, how a manager perceives subordinate support and the effect of that
perception on the manager’s reaction to stress as well as behavior towards
subordinates will be examined.
Contribution of POS to Advances in Organizational Behavior Research
Perceived organizational support theory is now recognized as a valid model
for explaining the effects of support relationships in the work environment. Since the
landmark study by Eisenberger et al, 1986, several researchers have tested the POS
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theory in diverse settings. Rhoades and Eisenberger (2002) published findings from a
literature review of over 70 studies that tested the validity of perceived organizational
support theory. Analysis revealed that high POS was associated with numerous
desirable work attributes such as reduced work strain, increased performance on
assigned responsibilities as well as extra role behaviors, enhanced desire to remain in
the organization, decreased tardiness and absenteeism and increased affective
organizational commitment.
Over a decade later, POS continues to be used extensively and globally in
research related to organizational behavior, work environment and worker well-being.
Since a 2002 Rhoades and Eisenberger literature review, Baran, Shanock and Miller
(2012) identified an additional 249 studies that examined the effect of POS in the
contemporary organizational workforce landscape, suggesting that POS continues to
be a major theory for use in employee/organizational research. In their review of the
literature, POS emerged as a significant contributor to employee wellbeing including
as a buffer between stressors and well being, between workload and well-being and as
a moderating influence between role conflict and emotional exhaustion. Baran et al
(2012) referred to an interesting study by Ilies, Dimotakis and Pater (2010) on the
effects of workload on employee well-being among 64 university employees. They
found that high POS affected the relationship between workload and affective
distress, and workload and blood pressure, in that the relationships were weaker for
participants who reported receiving more organizational support. Although sample
size was small and the individuals were administrative and clerical workers,
perception of high workload was captured for a specific moment in time through
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experience sampling monitoring and quantified in the context of the worker’s
perception of affective distress, so results from this study indicate probable usefulness
in the unit nurse leader population. The current evidence surrounding the use of the
POS theoretical framework to examine conditions in the contemporary workforce
environment has major implications for its use in the unit nurse leader work
environment where workload, stressors, role conflict and burnout need to be
addressed.
Use of POS in the Healthcare Industry and Nursing
Notwithstanding the substantial credible evidence of its positive contribution
to the study of workplace environment behavior and its effect on often-studied
outcomes in nursing such as supervisor support, turnover, retention coping and role
performance (Baran et al, 2012; Rhoades & Eisenberger, 2002), POS has scarcely
been studied in the healthcare industry in general and in the uniquely complex unit
nurse leader population in particular. A limited few studies were identified that used
the POS theory in the healthcare industry and among nurses. Applying the POS
measure in a study of 262 supervisors and managers in a US hospital, Tansky and
Cohen (2001) found that organizational commitment and perceived organizational
support were significantly correlated with participants’ satisfaction and career
development. Armstrong-Stassen (2004) studied a cohort of nurses and managers
(two panels, 179 in Study 1 and 154 in Study 2) during layoffs and the merging of
two Canadian community hospitals; they concluded that POS was significantly
positively related to the more desirable control-oriented coping (rather than escapeavoidance coping), job satisfaction and intent to remain with the organization, and
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negatively related to perceived job insecurity and burnout. Patrick and Laschinger
(2006) studied 126 nurse managers in Canadian acute care hospitals; they found that a
combination of empowerment and POS were significant predictors of nurse manager
role satisfaction. Results from a study of 346 acute care unit managers by
Laschinger, Purdy, Cho, and Almost (2006) suggested that a high level of POS
increases resistance to job strain and that employees with higher POS had better
attitudes, performance levels and health outcomes.
Given the success of POS theory in several diverse organizations and the
association with work attributes that could enhance the unit nurse leader experience,
further exploration of the theory is merited to establish its usefulness as a driver of
positive outcomes in the unit leader’s work environment; therefore POS has been
adopted in constructing the conceptual model for this study. Applying the theory of
reciprocity in supportive exchanges, it is proposed that at the patient care unit level,
the nurse leader’s perception of support from followers is the core of that relationship
exchange. Specifically the concept of perceived follower support will be considered
and tested as predictor of the staff outcomes of worker cohesion, work engagement,
job satisfaction, turnover and absenteeism. Also, supportive supervision will be
examined as the mediating variable between PFS and staff outcomes, POS will be
examined as moderator of the mediating relationship and PFS will be tested as
moderator of the effects of environmental stressors on unit nurse leader supportive
supervision.
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Conceptual Terms
Dependent variables. The study model has five unit staff dependent
variables, job satisfaction, nursing staff engagement, work team cohesion, staff
absenteeism and staff turnover intent, which are functions of staff members’
perceptions of themselves or their team members. The variable, supportive
supervision represents the staff members’ perceptions of their supervisor.
Job satisfaction. There are a multitude of definitions for job satisfaction to be
found in the literature. For this study job satisfaction is defined as “a general
measure of an employee’s affective reaction to the job.” This definition of job
satisfaction also aligns with Hoppock’s (1935) perception of job satisfaction as
articulated in his landmark publication. The assumption is that job satisfaction is
multidimensional and while persons may be satisfied with some aspects of their job
and dissatisfied with others they will balance these polar attributes and arrive at an
overall composite level of satisfaction with the job.
Nursing staff engagement. Work engagement is considered the positive
antithesis of burnout (Maslach, Schaufeli & Leiter, 2001). William Kahn first
introduced the construct of engagement in a grounded theory study (Kahn, 1990) and
it has since been applied in several studies surrounding employee behavior in
organizations (Attridge, 2009; Harter, Schmidt & Hayes, 2002; Simpson , 2009).
Kahn suggested that in engagement, people “employ and express themselves
physically, cognitively and emotionally during role performance” (Kahn, 1990, p.
694) and thus are demonstrably involved in their work. Schaufeli and Bakker (2003)
propose that, “rather than a momentary and specific state; engagement refers to a
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more persistent and pervasive affective-cognitive state that is not focused on any
particular object, event, individual, or behavior (p.4).” Britt et al (2012)
conceptualize engagement more as self-engagement expressed as the employee’s
sense of responsibility and commitment to superior job performance. For this study
both conceptions will be captured in a definition that emphasizes both employee selfcommitment and engrossment in the job, that is, “a pervasive affective-cognitive state
evidenced by absorption in and dedication to the job and demonstrated by a sense of
responsibility and personal commitment to superior job performance.”
Team cohesion. The definition of team cohesion emphasizes the concepts of
affiliation with the team and commitment to working with the team to acomplish unit
team goals. Relationships have been identified between teamwork and job
satisfaction, employee turnover and patient satisfaction (Kalisch, Curley & Stefanov,
2007). Strong coworker cohesion has been found to reduce the negative effects of
work stressors and also has been associated with higher levels of job satisfaction and
lower levels of employee turnover (Schaefer & Moos, 1996; Tourangeau, Cranley,
Laschinger & Pachis, 2010). Andrews, Kacmar, Blakely and Bucklew (2008) found
that the relationship between distributive, interpersonal, and informational justice and
affective commitment was stronger in the presence of high levels of work team
cohesion. According to Carless and De Paola (2000) cohesion is exemplified by
supportiveness, good communication and cooperativeness among team members.
Price and Mueller (1986) define work-group as those in the immediate work unit and
consider the extent to which employees have close friends in their immediate work
units. For this study, team cohesion, defined in terms of relationship bonding and task
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orientation, is “the extent to which team members perceive their work team members
as friendly, supportive, trustworthy, dependable and helpful in completing assigned
tasks.”
Absenteeism. Absenteeism is the “number of unplanned missed workdays in
the calendar six-month period prior to start of study.” For example, for Time 1 if
surveys are dispatched on February 13, absentee data for August, September,
October, November, December and January would be used. Unit nurse leaders were
asked to provide absentee data for all staff in their cost code for the specified time
period.
Turnover intention. Turnover intention, defined as “an employee's intention
to voluntarily change jobs or organizations” has been cited as a predictor of actual
turnover (Han & Jekel, 2011; Mckay et al, 2007). As stated earlier, unit nurse leaders
have the capability to create work climates in which nurses want to remain.
Supportive supervision. In the literature, supervisor support emerges as one
of the strongest predictors of nursing staff satisfaction in the workplace. Nursing staff
perception of a supervisor as supportive is often predicated on demonstrations of
approachability, visibility, considerateness, caring, empathy, openness, balance in
dealing with issues that arise, providing for the needs of the team members and
allowing staff a voice. McGilton (2009) emphasized empathy as an important
element of supportive supervision. For this study, supportive supervision will defined
as “the extent to which a unit nurse leader demonstrates empathy, consideration,
balance and reliability while meeting and facilitating employees’ needs.”
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Independent variables. Description of the three independent variables, PFS,
POS and Work Stressors follow in this section. Work stressors have three
components, workload, role conflict and span of control.
Perceived follower support. Perceived follower support is defined as “the
extent to which the leader holds general beliefs concerning how much their
employees value their contributions and care about their well-being.” In this study
model of leader/nurse exchange, supervised employees are a melded supportive force
capable of collective supportive behaviors. When unit nurse leaders perceive high
levels of collective follower support the phenomenon evokes positive emotions and
they reciprocate by being highly supportive of the agents of benevolence. This
supportive interchange creates a climate that nurtures productive employee behaviors.
Perceived organizational support. Perceived organizational support is
defined as “the employee’s general belief concerning how much the organization
values their contributions and cares about their well-being.” In essence, managers
who feel supported by their organization should also be supportive of subordinates.
Recently conflicting reports from other studies suggest that this may not entirely be
so (Eisenberger, 2013). This study will explore this relationship dynamic to identify
whether other variables may be of significance.
Work stressors. Stressors are ubiquitous within the nursing work
environment and may prove innocuous for some yet result in strain for others. One of
the goals of this study is to examine whether there are elements in the environment
that may mitigate or exacerbate the effects of stress on unit nurse leaders and either
enhance or thwart their attempts at effective performance. While there are several
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variables in the work environment that may contribute to stress, because of their
prominence in the literature, workload, span of control, and role conflict have been
selected for inclusion.
Workload. Workload is defined as “an individual’s perception about the
quantity of work that must be accomplished in the allotted amount of time.” In
keeping with Spector and Jex (1998), the amount or quantity of work in a job will be
assessed, rather than qualitative workload, which is the difficulty of the work.
Span of control. Span of control is defined as “the number of employees the
unit nurse leader is responsible for” (as opposed to full time equivalents) and will be
a measure of the number of persons in the leader’s department position control.
Role conflict. Rizzo, House & Lirtzman (1970) define role conflict as “the
dimensions of congruency-incongruency (sic) or compatibility-incompatibility in the
requirements of the role, where congruency or compatibility is judged relative to a set
of standards or conditions, which impinge upon role performance,”(p.155). For this
study role conflict is defined as “the inability to reconcile the functions of two or
more incompatible roles such that role performance is compromised.” There can be
conflict related to values, time and resources, different roles that may be assigned
(inter-role conflict) or organizational expectations that pull in different directions.
Summary
Whereas much has been published about the staff nurse experience as well as
that of senior nurse executives, less has been done to explore and study the role of
unit nurse leaders and how their experiences affect those they are charged to lead.
Further, the idea of a bottom up sphere of influence from the unit work team bears
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further examination. This study represents an attempt to examine the nursing
workplace environment as it impacts unit nurse leaders and to make
recommendations for improving the work experience for these nurse leaders.

CHAPTER II
REVIEW OF THE LITERATURE
Evolution of the Unit Nurse Leader Role
Globally, the role of the unit nurse leader has evolved exponentially over the
past several decades from that of clinical ward sister, overseeing mainly patient care
on a single unit, to that of nurse leader with a much wider scope of practice.
Oroviogoicoechea (1996) published a review of the existing literature that analyzed
the unit nurse leader role as it was in the mid nineties. The researcher identified six
key functions; management of human resources, management of fiscal and other
resources; development of personnel; compliance with regulatory and professional
standards; strategic planning and fostering collaborative relationships within the unit
and across the organization. In a later publication, Wilmot (1998) described the
changes surrounding the unit nurse leader role in Great Britain. In the eighties, a
British working commission made recommendations that would transform the role of
unit nurse leaders. The authorities recommended decentralizing patient care
management by giving autonomy and responsibility to the charge nurse as “ward
manager.” Managers were given the responsibility for unit operations including
budget, recruitment and retention, staff development, quality and evidence-based
practice for patient outcomes. Prior to that era, “ward charge nurses” were
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responsible for only clinical patient care on their single unit, and were expected to
perform patient care. Duffield and Franks (2001), Skytt, Ljunggren, Sjoden, and
Carlsson (2008), Surakka (2008), and McCallin and Frankson (2010) describe
similar evolution processes occurring in the eighties and nineties through to the 2000s
in Finland, Sweden, Australia and New Zealand, respectively.
In a review of the literature on stress and coping in nurse managers, Shirey
(2006) reported a similar progression in the US over three decades (1980s to the
2000s) from “ward sister” to a reengineered role with expanded responsibilities and
increased span of control. Commonalities between publications are that the unit
nurse leader job function evolved from that of head nurse, with clinical supervision of
a single unit and limited responsibilities for budget and finance, to that of a
multifaceted role with fiscal and clinical responsibilities for single or multiple units in
very complex and often chaotic unit environments. Common too was the observation
that there prevailed a measure of ambiguity about the role and the need to develop the
skills of unit leaders as they transitioned through role changes. Today the unit nurse
leader role continues to encompass the broad scope that Oroviogoicoechea (1996)
described over two decades ago (Chase, 2011; McCallin & Frankson, 2010; Shirey,
2009) yet there may be little appreciation of the scope of the role and the impact of
the changes that have enfolded over time. This multifaceted role will be outlined
during the next few paragraphs.
How the Unit Nurse Leader Role Affects the Nursing Workforce
Nursing staff job satisfaction and retention. Achieving low nursing
employee turnover is one of the more important objectives for sustaining a stable
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workforce and is necessary for cost containment and quality patient care delivery
(Gates & Jones, 2007). Supervisor support is one of the variables most cited as being
associated with staff nurse turnover and job satisfaction (Force, 2005; Lacey et al,
2007; McGilton, McGillis Hall, Wodchis & Petroz, 2007). According to the Robert
Wood Johnson Foundation (2006), the cost to acute care hospitals for replacing an
RN is equal to or greater than twice a regular staff nurse’s salary. That translates to
approximately $90,000 to $100,000 if one uses the average entry-level RN salary of
$45,000 to $50,000 (Raines & Taglaireni, 2008). Costs for specialty nurses are
considerably more.
In general, research has consistently shown that employee workplace
performance is associated with supervisor support, with higher levels of supervisor
support being associated with employee job satisfaction and work engagement
(Eisenberger, Huntington, Hutchinson & Sowa, 1986; Eisenberger, Stinglhamber,
Vandenberghe, Sucharski & Rhoades, 2002; Rhoades & Eisenberger, 2002; Tansky
& Cohen, 2001). Supportive supervisors are those who staff members perceive as not
only facilitating an environment that allows them to be productive but who also
demonstrate their concern for the wellbeing of individuals on their team.
In hospitals, unit nurse leader support and leadership also have been
consistently associated with high levels of nurse job satisfaction and staff retention
(Cortese, Colombo, & Ghislieri, 2010; Duffield et al, 2011; Gelsema, 2006; Heijden
et al, 2010; Tourangeau, Cummings, Cranley, Ferron & Harvey, 2009; Van Bogaert,
Kowalski, Weeks, Van Heusden & Clarke, 2013). Further, several studies have
identified job satisfaction as a major antecedent to low turnover for nursing
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personnel. For example, in a study of 108 nurses from a Canadian acute care
hospital, Sourdif (2004) found that satisfaction at work and satisfaction with
administration explained 25.5% of the variance of nurses’ intent to stay employed.
There have been several other studies that report levels of job satisfaction may
predict staff nurses’ intent to stay or leave places of employment (McCarthy, Tyrell,
& Lehane, 2007; Tourangeau & Cranley, 2006) and that manager support and
leadership style are major determinants of nurse job satisfaction and retention
(Andrews & Dziegielewski, 2005; Gelsema et al 2006; Kovner, Brewer, Wu, Cheng
& Suzuki, 2006; Wieck, Dols, & Landrum, 2010). In a publication by Wieck et al
(2010) data analysis from a study of 1773 nurses from 22 acute care hospitals in the
US revealed that, for staff nurses, having supportive unit nurse leaders was high on
their priority list of reasons to remain employed in their position. Duffield et al
(2010) conducted a secondary analysis of data collected from a study of 94 randomly
selected units across two Australian states. They found that managers with attributes
including visibility, accessibility, consultation and support helped to increase their
nurses’ job satisfaction and satisfaction with nursing, therefore promoting staff
retention.
Recently, findings from a US government study revealed that 73% of
registered nurses in the US change positions or employers due, in part, to workplace
issues such as lack of good management (27.8%), stressful work (29.6%), and
inadequate staffing 20.1% (U.S. Department of Health and Human Services [DHHS],
2010). As clinical manager and “agents” of the organization, the unit nurse leader is
central to providing “good management” at the unit level, through facilitating
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adequate staffing and providing conditions that limit or mitigate stress for nursing
staff. In a study of 1201 Belgian hospital nurses, Van Bogaert et al (2013) reported
that nurse management at the unit level had a “strong direct impact on outcome
variables” with explained variances of 22% for job outcomes of job satisfaction,
intent to stay in the hospital and intent to stay in nursing and 35% for nurse-assessed
quality of care on the unit and in the hospital.
Unit Nurse leaders’ effect on employee engagement. Over the past few
decades the concept of engagement has surfaced as a prime outcome variable in
gauging employee performance and commitment to organizations (Harter, Schmidt &
Hayes, 2002). Engaged employees are not only satisfied with their jobs but also
demonstrate enthusiasm and enjoyment of their role and often go above and beyond
in executing their duties. More recently, the concept of engagement has been studied
for its contribution to staff nurse performance in the workplace. Several studies
among staff nurses (Laschinger ,Wilk, Cho & Greco, 2009; Rivera, Fitzpatrick, &
Boyle, 2011; Salanova et.al, 2011 Simpson, 2011;) have found that manager
engagement, manager action and manager transformational leadership were all
drivers of nurse engagement, again emphasizing the extreme influence of the unit
nurse leader presence on staff nurse performance outcomes.
Researchers Leiter and Laschinger provided more definitive evidence about
how the unit nurse leader role may affect staff nurse work life and engagement. In a
secondary analysis of a sample of 8,597 Canadian nurses, Leiter and Laschinger
(2006) tested what they termed a nursing “worklife” theoretical model that linked the
role of unit-level nurse leadership to determining the quality of certain worklife (sic)
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factors that affect the three dimensions of employee burnout (emotional exhaustion,
depersonalization and personal accomplishment). Practice environment work-life
qualities that they tested were strong leadership, RN/MD collaboration, staffing
adequacy, nurse involvement in policy, a nursing (foundation for) model of care,
while outcomes within the model were the three components of the Maslach/Leiter
burnout construct, personal accomplishment, emotional exhaustion and
depersonalization. A burnt out employee experiences a lesser sense of
accomplishment, is emotionally exhausted and ceases to connect with the patient as a
person, resulting in a sense of detachment from the caring experience. The
Leiter/Laschinger nursing work-life model is rooted in the premise of unit-level nurse
leadership as fundamental to determining nursing work-life quality by establishing
nursing as the foundational care model and defining the climate for policy
involvement, staffing, and physician/nurse relationships. The resulting structural
equation model (SEM) pointed to nursing leadership as pivotal for interventions to
enhance the quality of nurse work life and engagement. Worker engagement and job
satisfaction are often highly correlated (Jenaro, Flores, Orgaz & Cruz, 2011; Rivera et
al, 2011).
Effect of unit-level nursing leadership on patient outcomes. Competent
bedside patient care requires competent nurses. Providing, monitoring and guiding
clinical nursing staff toward desired outcomes is the responsibility of the unit nurse
leader. Nurses’ level of clinical expertise in assessment, patient monitoring and
physician collaboration are increasingly relevant contributions to patient safety,
quality outcomes and organization financial reimbursements (Kohlbrenner, Whitelaw,
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& Cannady, 2011). Kholbrenner et al (2011) highlighted the importance of nursing
vigilance, efficiency, and competence in achieving positive outcomes for quality
indicators (e.g. venous thrombo-embolism), necessary for monetary reimbursements.
Several IOM reports consistently emphasize the importance of having
competent nurses to deliver safe and appropriate interventions in order to optimize
patient care outcomes. It also has been proposed that the unit nurse leader inevitably
sets the tone for care excellence and high quality patient outcomes (Laschinger &
Leiter, 2006). Building on the previously mentioned nursing work-life model,
Laschinger and Leiter (2006) tested the relationship between unit-level nurse
leadership and patient outcomes. Again, using SEM, they examined causal
relationships between the previously described work-life elements in the Leiter and
Laschinger study (2006) and outcomes of adverse events on the nursing unit. Strong
leadership at the unit level influenced staffing adequacy, RN/physician relationships,
policy involvement and nursing model of care. In addition there were paths through
the dimensions of burnout to increase in adverse events as measured by nurses’
reports of frequency of occurrence of falls, nosocomial infections, medication errors
and patient complaints. Staffing adequacy had a direct negative path to adverse
events (-.13 coefficient indicating inadequacy leads to increased adverse events), and
an indirect positive path (.02) to adverse events through emotional exhaustion.
Emotional exhaustion had a positive coefficient path to depersonalization (.71) with a
positive coefficient path from depersonalization to adverse events (.08). Nursing
model of care had a positive path (.17) to personal accomplishment and to reduced
adverse events (-.25) through a sense of personal accomplishment. The researchers
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concluded that patient safety outcomes were related to the quality of the nursing
practice environment driven by strong unit nurse leadership and that nursing
leadership fostered nursing workforce engagement and ultimately, safe, high-quality
patient care. This underscores findings in the literature by Wong and Cummings
(2007) that positive unit nurse leadership practices such as communication, openness,
and participatory relationship-oriented behaviors are associated with higher quality
patient outcomes.
Unit nurse leaders’ impact on organizational performance outcomes.
Recent US Centers for Medicare and Medicaid Services (CMS) rules mandate
hospital reimbursement levels predicated on patient satisfaction as measured by the
Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) and
by defined quality “core” measures (CMS, 2005). This makes care delivery to meet
performance standards even more important. While patient clinical outcomes are
defined by the care given by several different medical professionals including nurses,
certain care elements such as call light response are perceived by patients as defined
by nursing (Deitrick, Bokovoy, Stern, & Panik, 2006; Tzeng & Yin, 2010). Call light
response, one of the HCAHPS measures, can be a function of staffing levels as well
as nurse sensitivity to patient needs. Unit managers must ensure customers are
satisfied, as they are held accountable for unit metrics related to patient satisfaction
and patient safety.
In summary, nursing leadership at the unit level is likely to affect the nursing
work environment with resulting domino effect on staff engagement, patient
satisfaction, patient clinical outcomes and hospital fiscal strength. The onus is on
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hospital organizations to identify the needs of the unit nurse leader and create a
climate that engenders full work engagement of nurse leaders at the patient care unit
level. As illustrated, there is a significant amount of data that support the association
between nurse leader presence, leadership style and unit outcome metrics. While
these associations strengthen the evidence that unit-level nurse leaders are important
contributors to the success of hospital organizations, there are several other factors
pertaining to their well-being that cannot be considered in isolation, as they are
essential for a holistic perspective on the role. These will be outlined in the following
sections.
The Unit Nurse Leaders’ Role Experience
Work engagement. Even though achieving acceptable levels of staff nurse
job satisfaction and work engagement are priorities for nurse managers, scant
attention has been given to finding out how unit nurse leaders prevail in their own
role. Worker engagement has been studied extensively in business organizations and,
in general, a high level of employee work engagement has emerged as a very
important contributor to positive workplace outcomes (Attridge, 2009; Harter, et al,
2002; Khan, 1990; Simpson, 2009). In a review of the literature on employee
engagement in academia and business, Attridge (2009) found positive employee
engagement was associated with reduced employee turnover, better customer
satisfaction, higher employee productivity and higher company profit margins. With
regard to nursing, since 2006, several researchers have looked at the role of
engagement in the nursing work environment (Colff & Rothman, 2009; Freeny &
Tiernan, 2009; Garrosa, Moreno, Rodriguez & Rodriguez, 2011; Jenaro, et al,, 2010;
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Laschinger & Leiter, 2006; Laschinger, et al, 2009; Mackoff, 2011; Rivera, et al,
2011; Salanova, et al, 2011; Simpson, 2011). However, only two studies were found
that addressed work engagement in unit nurse leaders. Freeny and Tiernan (2009)
undertook a qualitative study of a group of Irish nurses (most of them managers) to
find out what factors were related to job engagement. Excessive workload,
insufficient reward, lack of respect and appreciation, and lack of control were barriers
to engagement while support, connection with others at work, fairness and the
intrinsic satisfaction of helping patients improve were facilitators to engagement.
While this study embraced a new and unchartered approach to examining the unit
leader’s experience, application to other settings is limited because the study was
qualitative and participants were both unit managers and staff nurses. Makoff (2011)
explored the role engagement experience of 30 unit nurse leaders and identified
possible drivers of the engagement outcome. Similar limitations apply owing to the
qualitative design and convenience sampling from researcher identified urban US
hospitals. While focus in this study is on subordinate engagement and unit nurse
leader engagement is not a variable of study, future studies might be devoted to leader
engagement as affecting their performance in acute care hospitals.
Workplace support for unit nurse leaders. Supervisor support is known to
be associated with greater employee satisfaction (Eisenberger, et al, 1986;
Eisenberger & Stinglhamber, 2011). As cited earlier in this paper there is substantial
evidence that nurse manager support is associated with better staff nurse performance,
therefore it is reasonable to assume that unit nurse leaders would respond equally well
to good supervisor support relationships. However, there is evidence from several
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qualitative studies that these nurse leaders lack support from their own supervisors
(Bailey, 2010; England, 2008; McCallin & Frankson, 2010; Shirey, 2009; Skytt,
Ljunggren, & Carlsson, 2007) even though studies have established that there are
positive effects of organizational and social support on unit nurse leader work life
(Kath, et al, 2012, Laschinger,et al, 2006;; Lindholm, 2006; Patrick & Laschinger,
2006). In a descriptive correlational study of 346 randomly sampled Canadian unit
nurse leaders, Laschinger et al (2006) reported that high levels of perceived
organizational support might increase resistance to job strain. Lindholm (2006) found
that unit nurse leaders exposed to high job demands had significantly greater odds of
high work stress while Kath et al (2012) reported supervisor support and autonomy as
buffers to unit nurse leader stress. Although manager perceived supervisor support
might be relevant to the discussion, this will not be a variable in this study as the
focus is more on the unit nurse leader as supervisor. Workplace stressors that may
enhance or impede supervisory effectiveness will be discussed in the following
sections.
Role ambiguity and role conflict. With the evolution of the unit nurse leader
role from the singular to the multifaceted, many see themselves with competing
loyalties in a myriad of dichotomous situations. There is the desire to remain
connected to direct patient care yet the preponderance of other daily tasks fosters the
desire to be relieved of patient care duties (role ambiguity). Unit nurse leaders
continue to struggle with mutually incompatible demands. Some describe themselves
as “caught in the middle” (England, 2008) of the needs of management and the needs
of the bedside nurse - two definitive examples of role conflict. Surakka (2008)
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reported that some unit nurse leaders felt isolation and guilt imposed on them by
conflicting loyalties to supervisors and subordinates.
Two Swedish researchers suggested that while unit nurse leaders may enjoy
the challenge, professional identity and power that goes with the role, they are torn
between those dimensions and the loss of contact with clinical nursing (Persson &
Thylefors, 1999). Bolton (2003) reported that some managers view their role as
being “between a rock and a hard place” and feel a trifle uncomfortable in that middle
place that sets them apart from two job functions. England (2008) reported similar
sentiments from unit nurse leader participants in her qualitative study. More recently,
results from a study of 480 nurse managers by Kath, Stichler & Ehrhart (2013) most
identified role conflict as a predictor of nurse manager stress. Undoubtedly,
simultaneously catering to patients and employees may create a conundrum of
satisfying the needs of patients as customers and nursing employees as customers, in
particular when customer “rights’ collide with nursing staff’s failed attempts to
satisfy a patient’s unrealistic demands. Further research is merited to develop
interventions for remedying this phenomenon as the dissonance of role ambiguity and
the confusion of role conflict may inevitably increase the stress that unit nurse leaders
must experience.
Unit nurse leaders’ span of control. Span of control has been cited as an
important variable in considering unit nurse leader job function (Meyer, 2008) as a
determinant of unit nurse leader engagement (Mackoff, 2011) and possibly a cause
for concern in hospital organizations (Lee & Cummings, 2008). The issue of large
spans of control has grown out of the expanded role and increased responsibilities
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that unit nurse leaders have assumed over the past several decades. Span of control
may refer to the number of persons that a leader has direct responsibility for, group
size with regard to support needs, or as a measure of access to facilitate
leader/employee interaction (Meyer, 2008), with number of persons that the manager
is responsible for inevitably influencing the latter two states. While span of control
might contribute to work overload, it is a distinctly different concept, with span of
control ultimately more directly affecting leader relationships with subordinates. As
stated earlier, it is not unusual for unit nurse leaders to have large numbers of
employees for whom they are responsible; this renders it difficult for them to
maintain the contact they need for effective supervision and for employees to feel that
leaders are in touch with their needs. An overly large span of control therefore may
have direct implications for how employees perceive the supervisor, a dynamic that is
essential for team building and leader/follower relationships and probably staff
engagement.
Notwithstanding acknowledgement that span of control is a significant factor
affecting their ability to lead effectively and master their role, there have been limited
studies to explore to what extent span of control contributes to unit nurse leader work
performance outcomes. One study of a US health system demonstrated an inverse
relationship between large spans of control and staff nurse work engagement
(Cathcart, et al, 2004). In her qualitative study, Shirey (2009) mentioned large span
of control as contributing negatively to unit nurse leaders’ effective performance of
their duties. However, there is room for more research on the impact of span of
control on nurse and patient outcomes.
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Workload and the unit nurse leader. Work overload has been cited
consistently in the literature as a major stressor for unit nurse leaders who also may
be under-supported by their supervisors and so over-burdened with the volume of
work they do each day that they are left with little time to nurture the nurses they lead
(Bailey, 2010; Chase, 2011; England, 2008; Kath, et al, 2013; Lee & Cummings,
2008; McCallin & Frankson, 2010; Rodham & Bell, 2000; Shirey, Ebright et al 2008;
Shirey, McDaniel et al 2010). In a qualitative study of 21 unit nurse leaders, Shirey
(2009) found that some participants typically worked 10-hour days with additional
five to nine hours per week at home. Shirey suggested that, given the complexity of
the role, workload and span of control, performance expectations for unit nurse
leaders in acute care hospitals are often unrealistic. Kath et al (2013) found that “role
overload” was the strongest work environment predictor of nurse manager stress.
Further, in a 2013 Swedish study, Johansson, Sandahl, and Hasson found that 86% of
their 64 nurse managers reported heavy workload.
In an exploratory phenomenological study of nine acute care unit nurse
leaders, Bailey (2010) reported, “juggling competing demands” as one of the major
themes. All nine managers in the Bailey study spoke of being unable to finish the
multitude of tasks required of them each day. Managers’ days were filled with
attending numerous meetings, reading and answering hundreds of e-mails, analyzing
quality data, writing reports, counseling staff, resolving patient complaints,
conducting patient rounds, holding staff meetings, chairing committees, holding
seminars for groups of employees, preparing weekly or monthly budget or unit
performance reports, or handling a plethora of other duties assigned or assumed
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because there was no one else to do them. In addition, managers reported that
constant interruptions often took them off task, making it difficult to stick with a
calendar of duties. Of the 21 managers in her qualitative study, Shirey (2009)
reported that only 57% did not assume patient care duties while 43% did some other
tasks such as answering call lights, patient wound care and charge nurse duties in
addition to their administrative duties. None of the leaders in the Bailey (2010) study
had clerical support and there is no evidence in the literature to indicate that unit
nurse leaders are routinely assigned administrative support. Clerical staff could be
used to relieve leaders of tasks such as staff scheduling and finding replacements
when employees fail to turn up for work.
Curiously, Rodham and Bell (2002) reported work overload and constant
interruptions as major stressors for unit nurse leaders, yet they found that they readily
accepted extra work hours as normal and appeared oblivious to the harm the stressors
might have on their health. This suggests that unit nurse leaders may be inclined to
subvert their own personal needs and health for the exigencies of their job and
highlights the need to identify sources of support for them. England (2008) spoke of
unit nurse leaders being in a perpetual state of “feeling overwhelmed.” Excessive
workload, role complexity and inadequate preparation for the role were also major
themes in this qualitative study and contributed to the tremendous stress that the
leaders experienced, leaving them disillusioned and feeling unsupported by the
organizations they served.
Role preparation for unit nurse leaders. Research findings have
consistently indicated that unit nurse leaders lack adequate training and development,
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particularly related to human resource, leadership and business management
competencies (Chase, 1994, 2011; Donaher, Russell, Scoble & Chen, 2007;
Fennimore & Wolf, 2011; Kleinman, 2003; Mathena, 2002; Sherman, Bishop,
Eggenberger & Karden 2007). A thorough knowledge of basic as well as advanced
leadership skills are important for unit nurse leaders as it allows them to function
confidently and to be perceived as capable by those they supervise (Zori, Nosek, &
Musil, 2010). In developing a nurse manager competency tool, Chase (1994)
identified certain essential competencies for nurse managers and later revised the tool
in 2011. In her 1994 study, financial acumen was one of the competencies rated in
the top five for “lowest knowledge and understanding” and “lowest ability to
implement and use.” What is striking about the two Chase studies is the fact that the
same deficiencies in learning remained over two decades later. Chase (2011) also
recommended job analysis and span of control assessments along with competency
assessment as necessary for formulating strategies for successful unit nurse leader
role implementation in hospitals.
For unit nurse leaders, knowledge deficit of finance appears to be a persistent
finding in the literature (Bailey, 2010; McCallin & Frankson, 2010; Sherman et al,
2007). Sherman et al (2007) conducted a study of 120 nurse managers from 23
agencies, all but three of which were acute care hospitals. The leaders in this study
reported financial management as one of the necessary but “their weakest area” of
competence (p. 91). Also they reported having had little or no orientation to their
role. In a survey of nurse managers and nurse executives in acute care hospitals,
Kleinman (2003) found that only 31% of unit nurse leaders held master’s degrees
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notwithstanding the fact that 69% of nurse executives in the same study felt a
graduate degree was very or extremely important for the role. In other studies, some
areas of competence that unit nurse leaders lacked were staff education, interviewing
and hiring skills, interpersonal skills, communication and unit operations (Chase,
1994, 2011; Conley, Branowicki & Hanley, 2007; Fennimore & Wolf, 2011), all
essential components of the unit nurse leader skill set.
Of the four job dissatisfier elements, role conflict and ambiguity, span of
control, work overload and role preparation, role preparation emerges as the most
studied of the topics in a recent database search of studies among unit nurse leaders.
Forty two percent of articles for this study (n=40) mentioned unit nurse leader
competencies as a concern yet there is evidence that hospital organizations have yet
to place the level of emphasis on learning that is necessary to support nurse leaders in
their role (Bailey, 2010; Chase, 2011). Perhaps future studies might seek to clarify
whether inadequate role preparation definitively impacts unit nurse leader
performance outcomes such as unit metrics, leadership acumen or job satisfaction and
work engagement.
Leader and follower relationships
Two types of organizational relationships pertinent to this research are that of
leader relationships with individuals within the work team and leader relationships
with the work team collective. Leader member exchange theory (LMX), which deals
with leader/individual relationships, is one that proposes a symbiotic relationship
between the leader and team members. According to Graen and Uhl-Bien, the main
concept of this theory is that “effective leadership processes occur when leaders and
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followers are able to develop mature leadership relationships (partnerships) and thus
gain access to the many benefits these relationships bring” (Graen & Uhl-Bien, 1995,
p. 225). Studies have shown that LMX relationships between unit nurse leaders and
nurses might be effective in promoting organizational citizenship behaviors, job
satisfaction and low turnover intent in nurses (Chen, Wang, Chang & Hu, 2008; Han
& Jekel, 2011). However this theory focuses on dyadic partnerships wherein the
relationship bonds are between the leaders and individual members of the work team.
In contrast, it has been suggested that there also are impactful leader/follower
dynamics between a leader and the work team as a whole (Bailey, 2010; Eisenberger
et al, 2013; Howell & Shamir 2005). In discussing relationships between charismatic
leaders and their followers, Howell and Shamir (2005) proposed that, in one type of
relationship, a socialized relationship, followers might have a sense of direction
fueled not by personal identification with the leader, but through the leader’s
message. They suggested that in this type of relationship the followers’ “collective
self is activated” (Howell & Shamir 2005, p. 100) and that the relationship is derived
from the followers’ social identification with the group. Followers could affect leader
performance in that they control resources that leaders need such as expertise,
cooperation, information and support. It is a source of empowerment for leaders
when followers endow them with these resources. The more followers accept,
approve of and cooperate with leaders the more empowered leaders would feel; the
more leaders felt empowered, the more charismatic behaviors they would likely
display toward their followers and thus introduce a cycle of follower/leader influence.
While the charismatic relationship is not the same as the desired transformational
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relationship in nursing, as described by Salanova et al (2011) and in the study of fire
rescue personnel (Pillai & Williams 2004), the model could be applied to the study of
relationships among nursing leaders and their teams. In describing socialized
charismatic relationships and their application in organizations, Howell and Shamir
(2005) have proposed a theoretical mechanism wherein the concept of perceived
follower support might work on the nursing unit among leaders and work teams.
Summary of Literature Review
What is most striking about the findings from studies on the unit nurse leader
experience is that, although the challenges of their role contribute to stress and nurse
leaders are ill equipped to function successfully, the same dysfunctional problems,
which existed in 1994, remain in 2012 with seemingly limited progress to measure
the real impact of work environment factors and address the issues that arise. This
suggests the need for interventions to remedy negative factors most prominent in the
literature and study predictors of positive outcomes for unit nurse leaders. Some of
the more obvious gaps in the research are the lack of data on unit nurse leader job
satisfaction, work engagement and turnover although it is clear that high levels of job
satisfaction and engagement in the industry should be a priority. Obtaining turnover
data on unit nurse leaders is particularly elusive although it is surmised that turnover
might be high. Even for nurses, researchers are inclined to use turnover intention
rather than actual turnover as outcome variables. Only one US study was found that
cited a rate of 15.38% nurse manager turnover in the facility under study (Wendler, et
al, 2009). An IOM (2004) report recommended the need to have better data on
nursing staff turnover. However, because the healthcare industry does not
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differentiate between levels of nursing staff, at present it is virtually impossible to
find data on turnover for unit nurse leaders. It is difficult to address turnover if
baseline data is not available therefore research is necessary to resolve the lack of
turnover data and determine predictors of turnover and retention in unit nurse leaders.
It is of concern that much of the research on unit nurse leaders has been
qualitative in nature, descriptive or cross-sectional, often done with convenience
samples and rarely based on a theoretical framework. There is a dearth of welldesigned studies that address factors such as turnover, work overload, span of control
and role ambiguity in the unit nurse leader work environment, suggesting that a great
deal of work is yet to be done to develop data that support approaches that contribute
significantly to unit nurse leader work life. Authors of a systematic review on nurse
manger job outcomes published in 2013 noted a lack of “robust literature’ related to
the nurse manager experience. More explicitly, they commented that while the few
studies available showed that reasons for turnover and retention are multi-factorial,
those reasons are not very well understood and the topic is poorly studied (Brown et
al, 2013). In her qualitative study Shirey (2009) suggested further research on role
complexity with emphasis on job analysis and realistic workload while Laschinger et
al (2006) suggested further robust designs that examine organization support factors.
In summary, the existing literature reveals that the unit-level nurse leader job function
vis-a-vis relationships with staff nurses seems to be fairly well addressed. However,
it is the magnitude and scope of the role and drivers of engagement and effective
work performance that need attention.
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Direction for Proposed Research
The major goal of this study is to further examine the nature of role dynamics
on the nursing unit so that interventions might be crafted that better prepare aspiring
leaders to proactively and effectively manage their work domain. A second goal is to
determine whether certain identified stressors moderate desirable performance
outcomes so that recommendations can be made for managing factors that lead to
work strain and burnout. Third, there is evidence in the literature that,
notwithstanding the stressful nature of the unit nurse leader role, many nurses are
successful and enjoy being unit-level leaders (Bailey, 2010; Mackoff, 2011 McCallin
& Frankson, 2010; Shirey, 2009). Bailey (2010) reported that all leaders she
interviewed were enthusiastic about their jobs and, interestingly, these leaders
reported that it was their staff that motivated them to come in to work each day. They
were committed and supportive of their staff because they felt their nursing work
team was strongly committed to and supportive of them, overwhelmingly more so
than their own supervisors and administrators. Given the established positive
association between supervisor support and employee engagement, it is probable that
subordinate support also may be positively associated with unit nurse leader
engagement so PFS will be the foundation variable in our model.
Most of the nursing work environment literature has focused on the negative
outcomes of unit nurse leader stress and there is agreement that the unit leader is the
prime force in determining staff performance outcomes and high quality patient care;
however it might be worthwhile to train resources on discovering the mechanisms or
best conditions for unit nurse leader performance. For example, what makes unit
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nurse leaders committed to and supportive of their nursing work teams? What
elements in the environment enhance or derail performance? Are there factors or
leader behaviors that directly contribute to team behaviors and performance?
In the patient care unit environment, members of the nursing team are often in
necessarily interdependent, supportive relationships in order to deliver appropriate
care to patients. In this setting, perhaps we should consider another perspective on
the leader/staff relationship wherein both supervisor and supervised perceptions of
support are relevant. Could it be that support from subordinates may be as important
to unit nurse leaders as their support is to the employees they supervise? Perhaps
examining whether a supervisor who feels highly supported is more likely to be
supportive might provide clues to leader behavior.
Finally, one major deficit in unit nurse leader performance research must be
mentioned. A very respected nurse researcher once wrote “both theory development
and research, when isolated endeavors, are excursions into the trivial…only when
theory and research are integrated do both become non-trivial; and only then can they
contribute to the advancement of science” (Jacqueline Fawcett, 2009). This statement
was made several years ago, yet the prevailing trend in published nursing research is
toward fewer studies grounded in theory. The evidence suggests that very limited
research has been done among unit nurse leaders to elicit their needs and motivators
at work and to isolate consequences of both positive and negative factors within their
work environment. But, more importantly, researchers, including this student
researcher, have found that few published studies have designs that utilize theoretical
frameworks (Lee & Cummings, 2008; Shirey, 2009).
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A recent comprehensive search of databases using keywords including stress,
coping, nurse manager role, job satisfaction, engagement, nurse manager and
turnover, span of control, nurse manager workload, support, and organizational
support yielded only 44 papers focused primarily on the unit nurse leader. Most
studies were qualitative (n = 16; 36%) with only 21% (n = 9) quantitative and 9% (n=
4) descriptive. Five (11%) were literature reviews, four (9%) focused on instruments
and the remaining six (14%) were commentaries. Of the ten quantitative studies,
seven were conducted outside of the US. Studies were primarily descriptive and
cross-sectional; no longitudinal or interventional studies were found and only six
were based on a theoretical framework. Canadian and European researchers have
taken the lead on studies related to the unit nurse leader in the hospital work
environment, with most of the stronger designs being done in their countries. While
much of the findings from foreign studies resonate with the experience of unit nurse
leaders in the US, there is a demonstrated need for studies of nurse leader work life in
the US hospital work environment, especially with the peculiarities of the hybrid US
healthcare system. More US studies related to unit nurse leader roles, job satisfaction
and support systems are needed. These studies should be grounded in theoretical
models and should address the needs of both managers and the staff they manage.

CHAPTER III
STUDY SAMPLE AND DESIGN
A time-lagged, repeated measures design was proposed and the first phase of
the study has been completed for this dissertation. A web-based survey was used to
solicit data for the first of the proposed two time points (six months apart). Unit
nurse leaders and their nursing teams from eight entities in the Southeast and one in
the Northeast US were approached using strategies from the Tailored Design Method
for surveys as proposed by Dillman (2009). Data were collected on selected
participant demographics and agency descriptors, the independent variables of
stressors (workload, role conflict and span of control), the nurse leader’s perceived
follower support (PFS), perceived organization support (POS) and supportive
supervision, and the dependent variables of nursing staff team cohesion, job
satisfaction, work engagement and absenteeism. In addition three qualitative
questions were directed to gauge unit nurse leaders’ perception of how well prepared
they felt for their role.
Sample Description
The nomenclature for the role of nurse leader may differ by organization
therefore, for this study unit nurse leader was defined as “an inpatient clinical
manager with direct responsibility for one or more units and a minimum of 20
nursing personnel that they supervise.” Inclusion criteria were leaders who function
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at mid-level with accountability for the operations budget and 24-hour responsibility
for the clinical unit. Managers must have worked in their position for at least one
year. Exclusion criteria were nurses at all other levels and job functions such as
clinical nurse specialists, charge nurses, assistant unit managers, nursing directors to
whom unit nurse leaders report, nursing administrative directors, and chief nursing
officers. Nursing staff included full and part time registered nurses (RNs), licensed
practical nurses (LPNs), nursing assistants and clerical staff listed in the manager’s
position control. Float pool or agency staff were excluded. Work teams from acute
care hospitals (both academic and community centers) and from all types of inpatient
units were surveyed. Outpatient clinics were excluded.
One hundred and thirty seven unit nurse leaders were approached through a
nurse leadership organization. Fifteen responded but none agreed to participate,
mainly citing disapproval from their hospital leadership. The CNO of one hospital
system (potentially five medium to large hospitals) agreed but then withdrew when
her administration overrode her commitment. Of the other 21 hospitals approached
for study participation, nine agreed. One of the hospitals had two acute specialty
units registered as long term acute care (LTAC) that had large numbers of medical
surgical and intensive care unit patients so they were included. Two hospitals had
Magnet status; one had applied for Magnet status; three considered themselves on a
Magnet path; and three were not seeking designation at the time. Four were academic
teaching hospitals, four were affiliated with academic hospitals and one was a freestanding specialty hospital with no defined academic affiliation.
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Based on a similar study by Eisenberger et al 2013, it was established that a
sample of 120 unit leaders with participation by 50% of staff per unit leader would be
adequate for sufficient power (Eisenberger, personal communication). Thus, the
target response rate was 120 unit leaders along with 50% of each person’s staff. Of
the 104 persons who identified themselves as unit nurse leaders, only 32 were leaders
as defined for this study and whose staff members responded. Thus, data from only
27% (n=32) of the desired number of unit nurse leaders were eligible and used for
this study. There were 2033 eligible staff members within the 32 manager teams; 397
(20%) staff members responded to the survey. Span of control ranged from 24 – 135
staff members. Staff responses ranged from a low of 8% to a high of 72% of the
nurse leaders direct reports. Median response rate was 15%.
Study Variables
The dependent variables for this study were unit staff job satisfaction, work
engagement, team cohesion, turnover intent and absenteeism. Independent variables
were POS, supportive supervision, stressors (workload, role conflict and span of
control), and PFS. Supportive supervision was proposed as a mediator variable. PFS
was tested for its effect on employee outcomes of team cohesion, work engagement,
job satisfaction turnover intent and absenteeism through supportive supervision as
mediator. The three stressor variables, workload, role conflict, and unit leader span
of control were tested as predictors of supportive supervision; supportive supervision
was tested as mediator between PFS and the four employee outcome variables; and
POS was tested as moderator of the mediator relationship between PFS and the
outcome variables.
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Instruments
Measures for dependent variables. This section contains a description of
the dependent variables, their measurement tools and the reliability coefficients
associated with this and other research studies. Instruments are included in
Appendix A for unit staff and Appendix B for unit nurse leaders.
Job satisfaction. Job satisfaction is defined as “a general measure of an
employee’s affective reaction to the job” and was measured by a modified threeitem scale from Quinn and Shephard (1974) and used by Eisenberger et al (2013).
The items are scored on a 7-point Likert type scale from “strongly disagree” to
“strongly agree.” Lowest attainable score for each person is three and highest 21 with
higher scores reflecting higher levels of job satisfaction. Previously reported alpha
coefficient was .87 and for this study the coefficient was .91.
Nursing staff engagement. For this study, engagement was defined as “a
pervasive affective-cognitive state evidenced by absorption in and dedication to the
job and demonstrated by a sense of responsibility and personal commitment to
superior job performance”. It was measured by two scales that reflect work
engagement the Utrecht Work Engagement Scale (UWES-9) as described by
Schaufeli, Bakker , and Salanova (2006), and self-engagement in work as measured
by the Britt Self- Engagement Scale.
The UWES-9 has nine items with three subscales, vigor, dedication and
absorption, each having three items. Higher scores indicate a higher level of
engagement at work. Lowest attainable score is zero and highest 63. Items are
scored on a 7-point scale with scores ranging from 0-6. Respondents are asked to
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state how often they feel about each item with responses reported as never (0),
almost never (1, a few times a year or less), rarely (2, once a month or less),
sometimes (3, a few times a month), often (4, once a week), very often (5, a few
times a week), and always (6, every day).
The mean score is used for the total score and subscale scores. The mean scale
score of the three UWES subscales is calculated by adding the scores on the particular
scale and dividing the sum by the number of items of the subscale involved. A similar
procedure is followed for the total score. Hence, the UWES, yields three subscale
scores and the total score that range between 0 and 6. Scores on the UWES-9 are
described as very low if the mean is <1.77, low (mean =1.78-2.88), average
(mean=2.89-4.66), high (mean=4.67-5.50) and very high (mean= ≥ 5.51).
Schaufeli et al (2006) reported that the factorial validity of the UWES-9 was
demonstrated in a sample analysis ( N=14,521) across 10 countries using
confirmatory factor analyses; the three scale scores had good internal consistency (.85
to.92) and test-retest reliability (.64 to.73). For this study the alpha coefficient for the
UWES-9 was .91.
The Britt scale is a 5-item 7-point Likert-type scale. Items are scored from
one to seven with scores ranging from five to 35. Higher scores denote higher levels
of engagement. Sample items are “I am committed to performing well at my job” and
“I really care about the outcomes that result from my job performance.” According to
Britt et al, the measure gauges employees’ perceived responsibility for job
performance and how much job performance matters them. The reseearchers
reported reliability coefficients of .88 (Britt et al, 2012). For this study the alpha
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coefficient for the Britt scale was .75. The coefficient for combined scales (UWES-9
and Britt) was .88.
Team cohesion. For this study, team cohesion, defined in terms of task
orientation and depth of relationship bonds among work team members, was defined
as“the extent to which team members perceive their work team members as friendly,
supportive, trustworthy, dependable and helpful in completing assigned tasks.”
Team cohesion was measured by a 7-item work-group cohesion scale from the
Substitutes for Leadership Scale (Podsakoff, Niehoff, MacKenzie & Williams, 1993).
Sample items are “There is a great deal of trust among members of my work group,”
“Our team is united in trying to reach its goal for performance” and “Members of my
group work together as a team.” Responses are on a five-point Likert-type scale,
strongly disagree (1) to strongly agree (6). Reported Cronbach’s alphas are .84 and
.94 (Podsakoff et al; 1993; Andrews et al, 2008). The items are summed to produce a
total score ranging from six to 42. The higher the number, the more positive the
responses. Cronbach’s alpha for this study was .95.
Turnover inetntion. Turnover intention was measured by a two-item scale
(McKay et al, 2007). The items are “I hardly ever think about leaving this
organization” and “It would take a lot to get me to leave this organization”. They are
measured on a 7-item response scale from strongly disagree (1) to strongly agree (7)
with the total scores ranging from 2-14. Higher scores indicate greater intent to stay
with the organization. Lowest attainable score is two and highest 14. Reliability
coefficients of .90 have been reported (Han & Jekel, 2011; McKay et al, 2007;). For
this study, the coefficient was .92.
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Absenteeism. Absenteeism is defined as the “number of unplanned missed
workdays in the calendar three-month period prior to start of study.” Absenteeism
rates were extracted from the employee records for the three month period preceding
the start of the study data collection. For example, for Time 1 if surveys were
dispatched on February 13, absentee data for November, December and January
would be used. Nurse managers were asked to provide absentee data for all staff in
their cost code for the specified time period.
Measures for the independent variables. This section contains a
description of the dependent variables, their measurement tools and the relaibility
coeficients associated with the tools that were used .
Supportive supervision. Supportive supervision is defined as “the extent to
which a nurse manager demonstrates empathy and reliability when interacting with
staff” and was measured using a 13-item scale. Four items were taken from the
Supportive Supervision Scale (McGilton, 2009) and another nine items from the
consideration subscale Leader Behavior Description Questionnare-Form XII
(Stogdill, Goode & Day, 1962). Items from the McGilton scale were selected for its
previous use among nursing personnel in the hospital environment and the
congruence of the items with regard to nursing study participants while items from
the Stogdill subscale were chosen for their extensive use and validity in other
organizational work populations . Responses are on a 7-point Likert-type scale from “
strongly disagree” (1) to “strongly agree” (7) with scores ranging from 13 to 91.
Sample questions are “My supervisor strikes a balance between clients’/families’
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concerns and mine” and “My supervisor acts without consulting the work group”
(reverse scored). The alpha coefficient was .95.
Perceived organizational support. Perceived organizational support is
defined as the employee’s “general belief concerning how much the organization
values their contributions and cares about their well-being” and was measured using
an 10-item version of the 36-item Perceived Organizational Support scale. The short
version was created with high loading items from the 36-item scale. The 36-item
scale has reported internal consistency reliability of 0.97 (Eisenberger et al, 1986;
Worley, Fuqua & Hellman, 2009). The 8-item version had adequate internal
reliability consistency with an alpha reliability coefficient of .93 in a rigorous study
involving 450 US community college employees (Worley et al, 2009), and .96 in a
study of bank employees (Waseem, 2010). Sample items are “My organization really
cares about my well-being” and “My organization shows very little concern for me.”
Items are rated 1-7 on a Likert-like scale from “strongly disagree” (1) to “strongly
agree” (7). The summed numbers are computed to produce a mean score with higher
scores indicating a higher level of POS. Four of the eight items (4,6,7,and 8) are
reverse scored. Lowest attainable score for each person is 10 and highest 70. Alpha
coefficient for the study was .91.
Perceived follower support. Perceived follower support is defined as “the
extent to which the manager holds general beliefs concerning how much their
employees value their contributions and care about their well-being” and was
measured using the 8-item Perceived Follower Support (PFS) survey. Like the POS,
items are rated 1-7 on a Likert-like scale from “strongly disagree” (1) to “strongly
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agree” (7). The numbers are computed to produce a mean score with higher scores
indicating a higher level of perceived subordinate support. Adaptation was done
using high-loading items from the POS scale and substituting the word “organization”
with “subordinate”. Sample items include “My subordinates believe I am doing an
excellent job” and “My subordinates show little interest in my welfare.” Lowest
attainable score is eight and highest 56. A study using the newly adapted scale
yielded an alpha coefficient of .86 (Eisenberger et al, 2013). This study had an alpha
coefficient of .89.
Workload. Workload is defined as “an individual’s perception about the
quantity of work that must be accomplished in the allotted amount of time”and was
measured by the 5-item Quantitative Workload Inventory (QWI) by Spector and Jex
(1998). The QWI was designed to assess the amount or quantity of work in a job, as
opposed to qualitative workload, which is the difficulty of the work. On a scale of
one to five, respondents are asked to indicate how often each statement occurs, with
choices, ranging from “less than once per month or never” (1), to “several times per
day” (5). A sample item reads “How often does your job require you to work fast?.”
Spector and Jex (1998) reported an average internal consistency coefficient of .82
across 15 studies. Attainable scores are lowest (5) and highest (25). Higher scores
represent a higher level of workload. The alpha coefficient for the study was .79.
Span of control. Span of control is defined as “the number of employees the
manager is responsible for” and was measured as the number of persons in the nurse
leader’s department position control at the start of the study at each time period. A
single question in the personal data section was the measure of span of control. Nurse
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leaders were asked: “How many employees are there in your department position
control?” Managers were asked to insert the number.
Role conflict. For this study role conflict is defined as “the inability to
reconcile the functions of two or more incompatible roles such that role performance
is compromised.” Role conflict was measured with ten items from the Role-Conflict
and Ambiguity Scale (Rizzo et al, 1970). One sample item reads “I receive
incompatible requests from two or more people.” Item responses are on a 7-point
Likert-type scale from “never true” (1) to “always true) (7), with scores ranging
from 10 to 70. Higher scores denote higher levels of role conflict. Previous studies
using this scale have reported alpha coeefficients of .82 and .89. Coefficient for this
study was .91.
Table 1 contains a summary of Cronbach’s alpha data for the instruments used
in this study and from studies reported in the literature. Reliability coefficients for
this study were strong and ranged between .75 and .95. Most instruments were well
established and in use in the area of organizational behavior. One instrument
(supportive supervision) was modified slightly for use in this study. It tested well in
the nursing population for this study with a coefficient of .91.
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Table 1
Reliability alpha coefficients for instruments
_____________________________________________________________________
Instrument

Industry coefficients

Present study

Supportive supervision

.94

.95

Staff job satisfaction

.87

.91

Work engagement (UWES)

.85-.92

.91

Self-engagement (Britt)

.88

.75

Overall staff engagement

N/A

.88

Work team cohesion

.84 -.94

.95

Staff turnover intent

.90

.92

POS

.93 - .97

.91

PFS

.86

.89

Role conflict

.82-.89

.91

Workload

.82

.79

Role preparation

N/A

.83

Descriptive variables. Demographic characteristics and work environment
information were collected; these included unit leaders’ and employees’ age, gender,
education level, supervisor/leadership training, length of time in role, length of time
with organization, number of beds in unit where the manager works, (not the total
number of beds in the hospital system) and type of hospital (non-profit/profit,
academic/community), location of hospital, type of specialty unit, the number of
persons supervised, and the presence/absence and the number of FTEs for
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administrative support. Staff members were asked for work role, education level,
and length of time with team and with the organization.
One factor that surfaced consistently in the literature was that many nurse
managers felt that they were not as well prepared for their role as they would like to
be. It is possible that managers may not feel confident in their role and this might
translate to avoidance of job responsibilities and perceived lack of supportiveness by
staff they supervise or peers with whom they interact. To address this issue,
managers were asked two questions about their role preparation. Responses to the
two questions were rated on a 5-point Likert-type scale from (1) “not at all” to (5)
“very confident.”
1. “To what degree do you feel confident that you have the knowledge to do your
job well?”
2. “To what degree do you feel confident that you have the skills to do your job
well?”
3. If you answered “no” to any of these two questions please indicate what
knowledge or skills you would like to attain to better fulfill the responsibilities
of your position. Alpha coefficient for these items was .83.
Procedures
Protection of human subjects. The Georgia State University Institutional
Review Board (IRB) as well as the IRBs and nursing research councils of
participating hospitals approved the study. Participants were asked to review and
approve an informed consent document on line prior to engagement in the study
(Appendix C, Appendix D). All possible procedures were followed for protection of
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human subjects, including giving participants the option to withdraw before
completing the survey. An Internet survey management company was used to help
upload and dispatch the survey to participants and to collate and return the data for
analysis. Staff responses were anonymous and linked to their leaders by a unique
number generated when the leader completed their own survey. While nurse leaders
were encouraged to provide their e-mail addresses for the second phase of the study,
they had the option to remain anonymous. Randomly generated identifier numbers
were used for data analysis.
Recruitment. Unit nurse leader participants were recruited from one
academic center in the northeast US and eight hospitals in a large metropolis in the
southeast US, including an academic center hospital and its affiliates and community
hospitals. Written requests for permission and assistance with engaging their
managers and staff were made to CNOs of participating hospitals. Once permission
was received from nursing administrations, unit nurse leaders within the hospitals
were invited to participate in the study. If allowed, meetings were arranged with
nurse leaders and unit staff to discuss the study and solicit their help to ensure its
success. Where face-to-face meetings were denied, an e-mail letter (Appendix E) was
sent introducing the unit nurse leader participants to the study and asking for their
participation and that of their staff in the ensuing weeks. Unit leaders also were given
a flyer (Appendix F) to post if they wanted to do so. A link was made available to
each unit nurse leader, and on completion of the survey, they received a unique
computer generated identifying number. A separate link with that 7-digit
identification number was then generated and sent to the team staff by the nurse
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leader allowing the team responses to be associated with the individual nurse leader.
A total of three reminders were automatically sent to remind those who had not
responded to the request.
A time-lagged repeated measures design was proposed. The first of the two
data collection phases was done over a period of six months and findings are included
in this paper. The response period was prolonged because it took some time to obtain
IRB approval from participating hospitals, and some hospitals asked for specific start
times that did not coincide with other surveys being done by their nursing staff. A
token incentive of a $10 gift card was given to each unit leader that was invited to
participate. One hospital asked that this incentive be withdrawn, as it was not in
keeping with their cultural values. Rewards of $100 were given to the first six teams
that returned the surveys with 30% or more team members responding.
Recruitment was stopped after six months when it became clear that the target
number of 120 leaders and 50% of staff would not be met. Responses from unit
leaders were better in the cases where the PI was allowed to communicate directly
with potential respondents. However, only two hospitals allowed this to be done; the
other hospitals required that someone in their institution send out the survey link,
advance communication and reminders. Higher response rates from those two
hospitals were attributable to personal contact, with the PI giving encouragement and
being able to answer questions that the unit leaders had.
Note: Time 2 data collection is not included in the requirements for this
dissertation research study. However, the Dissertation Committee members have
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agreed to continue to assist with the completion of Time 2 data collection and
analysis and the dissemination of the results of this study.

CHAPTER 1V
DATA ANALYSIS AND RESULTS
This chapter describes how the final sample was determined and strategies
used for data analysis. Characteristics of the sample and the results and interpretation
of these findings are presented.
Strategy for data analysis
There is a necessary caveat related to the results that will be presented and
discussed in this section. Unfortunately the sample of nurse leaders and staff was less
than was planned for, thus some complex data analysis computations could not be
done. Details will be outlined in the paragraphs that follow.
Hierarchical linear modeling was the original design choice for data analysis;
however the method was not applied due to the small sample. Sample size also may
have eliminated the likelihood of obtaining significance for mediation or moderation
as proposed in the study model. Notwithstanding, after ascertaining that major
assumptions were met, regression analyses were done and results reported where
possible. Given that the study focus was on how unit nurse leaders respond to
support from their subordinate group collective, a single level group analysis was
done using the 32 individual unit work teams. Variable data from unit teams were
combined to provide an average measure for each outcome variable in order to
analyze how each of the unit leaders interacted with their work team.
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Pearson’s r correlation and regression analyses were applied with statistical
significance set at p=0.05 or less.
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Table 2
Number of staff respondents from each unit and percentage of total possible
respondents
Unit leader
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32

Staff respondents (n) Percent of Possible Respondents (%)
26
24
9
31
8
26
20
22
21
21
9
12
15
10
11
7
11
6
9
8
19
7
6
9
6
8
8
5
6
3
9
5
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46
37
35
35
28
27
27
25
23
22
22
20
19
18
18
18
16
15
15
14
12
12
12
10
10
10
10
9
9
9
8
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Determination of final sample
A total of 608 unit leaders and staff responded to the Internet survey.
However, several unit leaders in one hospital sent their staff the wrong link so it was
not possible to identify those staff as belonging to a particular leader. Another issue
was related to the criteria for inclusion. Over 60 staff members who identified
themselves as unit nurse leaders did not appear to be such as defined for the study as
they did not answer questions regarding number of staff in their span of control and
they had no staff members linked to their identification number. In addition, work
teams had to be eliminated if the manager had spent less than one year on the unit or
if it was apparent that the manager had wrongly interpreted how to complete the
questionnaire resulting in erroneous answers. The last issue is related to staff
response rates. In the final analysis, staff response rates of individual work teams
varied from a low of 8% to a high of 72% of the nurse leader’s direct reports. The
median response rate was 15%. The final sample consisted of unit leaders (n=32) and
their staff members (n=397), 20% of total eligible staff members of 2033. The
sample was considerably smaller than planned. Table 2 contains a summary of staff
members’ responses by unit with percentages.
Characteristics of the Sample
Demographic data. This section contains an outline of the sample
characteristics for unit leaders and their staff.
Unit leaders. Descriptive statistics that summarize personal and professional
data for the 32 unit nurse leaders are presented in Table 3. All unit leaders were
female with a mean age of 49.4 (SD=7.9) years. Ages varied between 36 years and
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63 years. Unlike the findings in the literature, unit leaders of this sample were highly
educated. Sixty-five percent (n=21) of the managers held masters degrees, 47%
(n=15) had masters in nursing; 28.1% (n=9) held bachelor’s degrees. One leader had
a doctoral degree in nursing and one leader listed the highest level of education as
diploma/associate degree level. Fifty-six percent (n=18) had a leadership degree,
18.7% (n=6) had certificates in leadership, 84.4% (n=27) had other leadership
training and 12.5% (n=4) had no leadership training.
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Table 3
Characteristics of Unit Leader Sample
______________________________________________________________________
Characteristic

M (SD)

n*

49.4 (7.9)

32

100.0

Gender
Female

32

100.0

Marital Status
Married
Single/Divorced/Separated

25
7

78.1
21.9

1
9

3.1
28.1

15
2
4
1

46.8
6.2
12.5
3.1

18
6
27
4

56.0
18.7
84.4
12.5

27
31
31
31

84.3
97.0
97.0
97.0

Age

Education
Diploma/AD
BSN
MSN
MBA
MS
PhD (nursing)
Leadership Preparation
Degree/leadership
Certificate/leadership
Other leadership training
No leadership training
Employment
Years with Hospital
14.7 (12.1)
Years as Leader
7.4 (7.2)
Units supervised
1.6 (1.0)
Span of control
41(43.5)
*Missing data account for sample size less than 32.

Percentage

Nurse leaders were employed by various types of hospital organizations.
Most of the hospitals were affiliated with academic medical centers and were either
Magnet accredited or on the path to Magnet accreditation. Magnet accreditation
requires that the majority of nurse leaders be educated at baccalaureate level at a
minimum, and masters’ level education is highly encouraged. The average span of
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control was 41 (SD=43.5) staff members; the smallest number supervised was 24
employees and largest number managed was 135 individuals.
Staff data. The final dataset included 397 staff members. Eighty-nine percent
(n=354) of unit staff members were female while 11% (n=43) were male. The mean
age for staff members was 40 (SD =12.8) years. Ages varied between 21 and 73
years. Approximately 77% (n=305) of the staff members were RNs, one participant
was an LPN (0.25%) and the remaining 23% (n=91) identified themselves as nursing
assistants or unit secretaries. The mean number of years spent on the nursing unit
was 6.06 (SD=7.87) years. The number of years spent on units varied between 1 and
40 years. Approximately 46% (n=181) of the RNs held a BSN degree, 20.3% (n=80)
had an associate degree in nursing, 6.85% (n=27) had non-nursing associate degrees,
8.12% (n=32) had non-nursing bachelor’s degrees, and 6.6% (n=26) had master’s
degrees. One person had a doctoral degree in nursing. Only 6.09% (n=24) were
educated at the high school level; these persons held nursing assistant positions. Staff
education is summarized in Table 4.
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Table 4
Education level of nursing staff (n=397)
Level of education
n
Percentage
_____________________________________________________________________
High school

24

6.05

Associate degree/nursing

80

20.15

Associate degree/other

27

6.80

LPN

1

0.25

BSN

181

45.60

Bachelors/other

32

8.06

MSN

13

3.27

Masters/other

13

3.27

PhD/nursing

1

0.25

Missing data

25

6.30

Results
Hypothesis 1: Perceived follower support (PFS) is positively associated with
high levels of nurse leader supportive supervision.
Using the mean scores of the individual work teams, statistically significant
correlations were found between perceived follower support and supportive
supervision (r=0.6025, p=0.0003) with high levels PFS being associated with high
levels of supportive supervision (see Table 5). This hypothesis was supported.
Hypothesis 2: The positive relationship between PFS and supportive
supervision is greater when leader POS is low than when leader POS is high.
Regression analysis showed no significant changes in the relationship between
PFS and supportive supervision when adjusting for the POS variable. The change in
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slope was marginal (from 0.79063 to 0.82362). However, as indicated earlier, the
sample size may have been too small to obtain meaningful results for this analysis.
This hypothesis was not supported.
Hypothesis 3a: Unit nurse leader workload, role conflict, and span of control
are negatively related to supportive supervision.
For the individual work teams, negative associations were found between SS
and role conflict (r =-0.096, p=0.6018), workload (r =-0.207, p=0.2555) and span of
control (r =-0.087, p=0.6407). As role conflict, workload and span of control
increased, supportive supervision decreased. However, these correlations were not
statistically significant (see Table 5). This hypothesis was not supported.
Hypothesis 3b: PFS moderates the negative relationships of unit nurse leader
workload, role conflict, and span of control with supportive supervision such that the
relationships are weaker when PFS is high.
Regression analysis was used to explore the relationship of supportive
supervision and each of the three leader work stressor variables (workload, role
conflict, and span of control) and the moderating effect of PFS. For all three
variables of workload, role conflict and supportive supervision, the slope shifted from
a negative to a positive direction when PFS was introduced into the model. Details of
these shifts are presented in Table 6. While PFS changed the relationship between
supportive supervision and the three variables in that the negative relationship
decreased, the effect was not significant. This hypothesis was not supported.
Because of the small sample size achieving statistical significance may have been
unlikely.
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Hypothesis 4a: Unit nurse leader PFS is associated with unit staff
performance outcomes of (a) high work team cohesion, (b) high job satisfaction, (c)
higher work engagement, (d) lower turnover intent, and (e) lower absenteeism.
Unit leaders did not submit sufficient data on staff absenteeism among their
work teams so that variable was not analyzed. Correlations between PFS and staff
performance outcomes are shown in Table 5.
For the individual work teams, higher levels of PFS were associated with
higher levels of staff work team cohesion (r=0.379, p=0.0326) and staff job
satisfaction (r=0.406, p=(0.0212). Unit leaders’ perception of follower support was
positively correlated with increased work team cohesion and increased job
satisfaction. A significant positive relationship between PFS and staff turnover intent
also was found (r=0.364, p=0.0403). On units where unit leaders perceived high
levels of follower support, the staff in their work teams expressed greater intent to
stay with the organization. PFS was not associated with work engagement (r=0.213,
p=0.2422). This hypothesis was supported for three of the four analyzed outcome
variables.
Hypothesis 4b: Supportive supervision mediates the relationship between PFS
and unit staff performance outcomes such that high levels of leader supportive
supervision are associated with staff performance outcomes of (a) high work team
cohesion, (b) high job satisfaction, (c) higher work engagement, (d) lower turnover
intent, and (e) lower absenteeism.
Analysis was done by stepwise multiple regression according to established
statistical methods for testing mediation (Barron & Kenny, 1986; Kenny, 2014). First

79
it was ascertained that PFS was correlated with three of the four outcome variables,
work team cohesion (p=0.0326), staff job satisfaction (p=0.0212) and staff turnover
intent (p=0.0403). There was no correlation between PFS and work engagement
(p=0.2422) therefore work engagement was not analyzed further. Step two of the
analysis showed that PFS was correlated with the proposed mediator SS (p=0.0003).
For step three, each of the staff outcome variables was entered as dependent variables
into the model to test for the mediator effect of supportive supervision while
controlling for PFS. Adding SS to the models changed the significant relationships
between PFS and the three variables, staff work team cohesion, staff job satisfaction,
and staff turnover intent from significant to non-significant.


For staff work team cohesion, the unadjusted slope went from
0.2751 (p= 0.0326) to an adjusted figure of -0.0188 (p= 0.8837). Adding SS
totally diminished the relationship between work team cohesion and PFS.
Supportive supervision mediated the relationship between PFS and nursing
staff work team cohesion.



For staff job satisfaction the unadjusted slope went from 0.0947 (p=0.0212) to
an adjusted figure of 0.0320 (p= 0.4896). Again, adding SS totally
diminished the relationship between staff job satisfaction and PFS
demonstrating supportive supervision as a mediating factor.

 For staff turnover intent the unadjusted slope shifted from 0.0863 (p= 0.0403)
to an adjusted figure of 0.0296 (p = 0.5443). Adding SS also fully reversed
the relationship between staff turnover intent and PFS from significant to nonsignificant indicating that supportive supervision was a mediating factor. The
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model changes are summarized in Table 7 and details of the analysis are
included in Appendix G.
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Table 5
Bivariate Correlations, Means and Standard Deviations of Study Variables
_____________________________________________________________________________________________________________________
Measure___1________ 2________3_________4_____
.
1.SS
—

5________ 6________ 7_________8________9________10

2.RC

0.6018

—

3.WL

0.2555

0.0066*

4.SOC

0.6407

0.7131

0.0586

—

5.PFS

0.0003*

0.0200*

0.0118*

0.9439

6.POS

0.3814

<.0001** 0.0658

0.9929

0.0400*

—

7.NSJS

0.0019*

-0.0271* 0.0037*

0.2432

0.0212*

0.2243

8.WE

0.1707

0.3735

0.0646

0.7980

0.2422

0.3123

<.0001**

9.WTC

<.0001** 0.0784

0.9555

0.8368

0.0326*

0.3351

0.0014*

0.1579

0.3327

0.9626

0.0403*

0.0322*

0.0005*

0.0074*

10.NSTI 0.0063*

0.0458*

—

—

—
—
—
0.0014*

—

M_______SD
70.90

7.93

29.09

11.82

17.15

4.28

65.29

23.67

47.07

6.04

55.89

8.72

16.90

1.41

46.33

3.31

31.90

4.39

9.70

1.43

Note: SS=supportive supervision; RC=role conflict; WL=workload; SOC=span of control; PFS=perceived follower support; POS=perceived
organizational support; NSJS=nursing staff job satisfaction; WE=work engagement; WTC=work team cohesion; NSTI=nursing staff turnover
intent; M=mean; SD=standard deviation; *p<0.05; **p<0.0001
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Table 6
Summary of regression model to test PFS as moderator of negative effects of unit leader work stressors
Model
SS vs. RC
SS vs.
Workload
SS vs. Span of
Control

Unadjusted*
SE
p-value
0.6184
0.1242
0.2716
-0.3787
0.3379
Slope
-0.0625

-0.0297

0.0629

0.6407

Adjusted**
Slope
SE
0.1212
0.1085

p-value
0.2733

PFS

0.1306

0.3103

0.6670

PFS

-0.0270

0.0511

0.6016

Factor
PFS

* Simple linear regression
** Multiple linear regression including the original factor and 1 additional (PFS)
Note. SS =supportive supervision (staff data); RC = role conflict (leader data);
workload (leader data); span of control (leader data) PFS = perceived follower support (leader data)
Table 7
Summary of regression model to test for SS as mediator between PFS and staff outcomes
Model
Outcome
WTC
NSJB

Unadjusted* (PFS)
Slope
SE
p-value
0.0326
0.2751
0.12273
0.0212
0.0974
0.0389

WE

0.1168

NSTI

0.0979

0.2422

Factor
SS

Adjusted**
Slope
SE
-0.0188
0.1270

p-value
0.8837

SS

0.0320

0.0457

0.4896

SS

0.0545

0.1233

0.6617

0.0403
SS
0.0863
0.0403
0.0296
0.0482 0.5443
*Simple linear regression
** Multiple linear regression including the original factors and 1 additional (SS)
Note. WTC = work team cohesion; NSJB = nursing staff job satisfaction; WE = work engagement;
NSTI = nursing staff turnover intent
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Additional Research Findings
Effects of supportive supervision. During data analysis, an additional finding
emerged. Pearson’s r bivariate correlations indicated significant relationships
between three staff performance outcomes, work team cohesion, job satisfaction and
staff turnover intent and supportive supervision. A positive significant association
was found between supportive supervision and work team cohesion
(r=0.656, p= < .0001), nursing staff job satisfaction (r=0.529, p=0.0019) and nursing
staff turnover intent (r=0.473, p=0.0063); see correlation matrix in Table 5. Higher
levels of supportive supervision were associated with higher levels of work team
cohesion, higher levels of nursing staff job satisfaction and higher levels of nursing
staff intent to stay with the organization. There were no statistically significant
correlations between SS and staff work engagement.
Unit leaders’ role preparation. Unit leaders were asked to enter objective
and subjective thoughts on how prepared they felt they were for their role. Three
leaders (9%) expressed that their training was inadequate. Five leaders (15.6%)
stated that they needed training in budget and finance and one leader expressed that
she had no formal orientation, noting, “I have had to learn things as I go…having a
handbook for leaders and knowing who to contact would have been helpful.” While
most unit leaders were quite satisfied with their role preparation in that they felt they
had received ample training and were confident in their role, like in the literature,
there was evidence that some leaders still felt inadequate in performing their duties, in
particular with regard to the areas of budget and finance.
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Summary
In summary, this preliminary study was conducted over a period of six months
with 32 unit nurse leaders and their staff from nine hospitals in the US. When
individual work teams mean scores were used, data analyses indicated that higher
levels of PFS were associated with higher levels of supportive supervision and that
supportive supervision positively influenced the staff performance outcomes of work
team cohesion, job satisfaction and turnover intent. As hypothesized, supportive
supervision mediated the relationship between PFS and staff performance outcomes,
and, in addition, there were negative relationships between leader work stressors (role
conflict, workload and span of control) and supportive supervision although these
relationships were not significant. Work engagement was not associated with either
of the unit leader predictor variables, PFS or SS. Unfortunately, the sample size was
not what was desired, thus power may have been insufficient for some analyses.

CHAPTER V
DISCUSSION AND CONCLUSIONS
This chapter contains a brief overview of the study sample followed by a
discussion of study findings with comparisons from the literature and implications for
research. Some limitations on the study are declared and a discussion is presented of
lessons learned during data collection.
Overview of sample
The sample for this study was from staff employed by urban hospitals mostly
affiliated with academic medical centers. One hospital was a freestanding acute care
rehabilitation center with medical surgical units. Four participating hospitals had
300-500 beds and the remainder had 200 beds or less. This was a well-educated
sample of nurse leaders and RN staff as is evidenced by the fact that 59.3% of the
participants had master’s degrees, while 28% had baccalaureate degrees. Nursing
staff also were well educated with most nurses (61%) having a bachelors degree or
higher. The percentage of nurses with a bachelors degree or higher was greater than
the national US average of 50% (DHHS, 2010).
Based on evidence in the literature, unit leaders often reported they received
inadequate training for their manager role when they assumed their positions.
Contrary to the literature, the majority of nurse leaders in this study felt they were
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well prepared for their role. This is understandable judging from the fact that a large
proportion of the sample had some measure of leadership training. Notwithstanding,
those who admitted that they felt unprepared cited deficits in budget and finance and
this mirrors findings in the literature. Nurse administrators should set standards for
unit nurse leader preparation, ascertain whether their unit leaders need additional
training in finance, budgeting or other areas of leadership and ensure that this
preparation is provided.
Discussion of Findings
As predicted, unit nurse leaders’ perceived follower support was positively
associated with higher levels of supportive supervision. Unit leaders who felt
supported by their followers were likely to be supportive of their employees. This is
similar to the finding by Eisenberger et al (2013) that PFS was positively associated
with SS in their study of 277 city government employees, however it is a new finding
for nursing. This finding also aligns with the Howell and Shamir (2005) proposal
that, in a socialized charismatic relationship, when followers accept and cooperate
with their leaders, the leaders feel empowered and display more charismatic
behaviors with work teams. While the unit leader/team relationship may not
necessarily be a charismatic one the parallel is that these nurse leaders perceived that
their staff was supportive of them; as a result, they were supportive of their staff.
This questions the customary notion that supportive behaviors are wholly predicated
on the leadership qualities of the nurse leader.
Eisenberger et al (2013) found that PFS was higher when POS was low. For
this study a similar relationship was predicted, the rationale being that leaders might
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cleave more to their staff when they feel less supported by the organization and more
supported by their staff. The small sample size may have obviated the possibility of
any meaningful results; therefore it would be worthwhile to study the effects of POS
along with PFS in a larger sample of nurses to see if the results are any different.
In keeping with the trend in the literature (Bailey, 2010; Cathcart et al, 2004;
England, 2008; Kath Stichler, Earhart & Sievers, 2013; Lee & Cummings, 2008;
McCallin & Frankson, 2010; Meyer, 2008; Rodham & Bell, 2002; Shirey, Ebright &
McDaniel, 2008; Shirey, 2009; Surakka 2008), nurse leaders reported having high
workloads, high spans of control and high perceptions of role conflict. It was
hypothesized that the work stressors of role conflict, workload and span of control
would negatively affect supportive supervision and that PFS would moderate those
relationships to weaken those negative effects. All three work stressors had negative
associations with SS but they were not significant. However, in the presence of PFS
the relationship between role conflict and supportive supervision shifted from a
negative to a non-significant positive one suggesting that, while higher levels of role
conflict decreased the nurse leader’s supportive supervision of the nursing staff, PFS
minimized the negative effect. The negative association is notable and could
conceivably achieve significance in a larger sample.
As hypothesized, role conflict, span of control and workload had negative
associations with supportive supervision. Adjusting for PFS changed the relationship
from negative to positive. Although the shifts were sizeable, these relationships were
not significant. However, this opens to the possibility that when PFS is high, the unit
nurse leader may have a strong connection regardless of the number of employees in
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his/her span of control. Also, unit nurse leaders may perceive workload as less of a
stressor if they feel that they have a supportive work team. In other words, it is
possible that PFS serves as a buffer to the negative effects of higher levels of role
conflict, workload and span of control. As stated earlier, unit nurse leaders are
inclined to perceive span of control and workload as stressors, therefore finding ways
to mitigate this stress would be beneficial. Because these ubiquitous stressors may
threaten to impede unit nurse leader performance, studies on a larger nursing sample
might prove valuable for informing the profession by validating or disputing the
veracity of this proposition.
As mentioned earlier, the well-established LMX theory has been used
consistently to explain leader/subordinate relationships that ultimately lead to positive
employee outcomes such as high job satisfaction and low turnover intent (Brunetto
et al, 2013; Graen & Uhl-Bien, 1995; Laschinger, Purdy & Almost , 2007). However,
because the LMX relationship focuses on interactions between the leader and
individuals, it may be less useful as a subordinate motivator on the nursing unit where
unit leaders often have large spans of control. A better model for the nursing team
would be one where there is a strong relationship between the nurse leader and the
large majority of her staff versus the LMX approach of nurse leader and individual
employees.
Results of this study showed higher levels of PFS were associated with higher
levels of staff work team cohesion and job satisfaction and lower levels of staff
turnover intent. The result aligns with findings in the study by Eisenberger et al
(2013) where PFS was associated with work group job satisfaction. The association
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between PFS and work team cohesion is not surprising because it can be surmised
that if a leader feels supported by his/her staff collective, it is likely that the staff may
have a common bond that creates that sense of support that the leader experiences. In
other words, it is possible that the unit leader’s sense of high follower support reflects
the collective sense of support that is being broadcasted his or her way. These
interactions, in part, support the Howell and Shamir (2005) proposal that perceptions
of leader and follower psychological resources can flow in both directions and
ultimately affect team member performance. The findings related to PFS and staff
outcomes bear future study to further explore group support of the unit nurse leader
and the positive staff performance outcomes that may result.
That supportive supervision mediated the relationship between PFS and staff
performance outcomes is an important finding. This study has shown that there is a
strong bottom up influence between staff and unit leaders and that perceived follower
support engenders supportive supervision. The finding of PFS as a tangible
antecedent to supportive supervision and that supportive supervision impacts specific,
important staff outcomes are practically significant findings for the nursing profession
in that meaningful strategies can be crafted to improve working relationships at the
unit work group level.
The absenteeism variable could not be included in the data analysis because
very few nurse leaders submitted figures. It is possible that unit leaders may have
been unable to readily access this data while answering the Internet survey. A request
in advance for this figure might have given them time to retrieve the information prior
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to filling out the questionnaire. This issue will be taken into consideration for future
studies.
Non-hypothesized findings
Significant positive associations were found between supportive supervision
and the staff performance behaviors of work team cohesion, job satisfaction and
turnover intent but NOT staff member work engagement. These are important
findings because, whereas research in nursing always has shown that supportive
supervision is important for high levels of staff job satisfaction and work engagement
and also in preventing turnover (Brunetto et al, 2010; Gelsema, et al, 2002; Freeny &
Tiernan, 2009; Gillett, et al, 2013; Kramer et al, 2007), this study suggests this may
not be entirely the case. While preliminary results of this study suggest a decisive
link, or lack thereof, between supportive supervision and the three staff performance
outcomes of job satisfaction, turnover intent and work engagement, the results also
bring to light relationships between supportive supervision and work team cohesion,
findings not yet established in the nursing population. The results support the
importance of creating work strategies that can help the unit nurse leader to be more
supportive of staff in order to improve staff performance outcomes. In addition,
nursing administrators could employ interventions to increase awareness among
nursing unit staff about the larger role of support in building more cohesive work
teams, increasing job satisfaction and reducing turnover. However the results also
might suggest there is less of a link between supervisor supportive behavior and staff
work engagement. It is possible that supervisor support has no impact on staff
engagement and that, as previously found by Simpson (2009) and supported by
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correlations found in this study, there is more of a connection between job satisfaction
and engagement, and turnover intent and engagement.
Implications for future research
While the results of this study have its limitations, it has revealed several
findings that validate work conditions in hospitals as found in the literature. New
findings also have been presented for consideration in future research to examine
conditions in the nursing workforce environment. First, positive correlations between
PFS and supportive supervision, PFS and staff work team cohesion, job satisfaction
and turnover intent and between supportive supervision and staff work team cohesion,
job satisfaction and staff turnover intent, clearly suggest the presence of a cycle of
support relationships within the nursing unit work environment that begs further
research. Secondly, historically the onus for preventing staff turnover and increasing
staff job satisfaction has been placed primarily on the shoulders of the nursing unit
leader. These preliminary findings suggest it may not be a one-way flow of support
that impacts the staff outcomes studied, but that there may be bottom up support that
factors into some of the answers to nursing workforce outcomes such as job
satisfaction and turnover. Thirdly, in this study, supportive supervision did not
impact worker engagement as previously described in the nursing literature. Given
the prevailing emphasis on supportive supervision as a predictor of nursing staff
engagement, the impact of supportive supervision on nursing staff engagement should
be explored in a larger sample. Also further research is warranted to study PFS as a
buffer for unit leader stressors and also as contributor to supportive supervision and
employee wellbeing at the hospital unit level.
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Study limitations
A major limitation of this study is that the sample was small and, as such,
results cannot be applied to the wider nursing unit workplace environment. Added to
this, the return rate of responses from staff was much lower than desired and
decreased the probability of obtaining statistical significance. Another limitation is
that the sample was obtained from hospitals not fully representative of the nursing
population therefore inferences can only be made to nursing staff from hospitals with
similar attributes.
Lessons learned
Obtaining a sample of 120 leaders and staff in six months was perhaps over
ambitious given the nature of the nursing work environment and funding limitations
for this dissertation study. One hospital suggested that it was less than equitable to
offer unit directors a token gift card and not extend the same to staff. Perhaps the
ability to offer staff monetary token incentives might have made a difference with
staff responses as several unit leaders suggested this when their help was requested to
recruit staff on their units.
More time should have been allowed for approval from each institution’s
institutional review board, as some applications took several weeks. In addition,
several hospitals had cumbersome procedures for approval of studies with nursing
personnel. In addition some CNOs were disinclined to have nursing staff surveyed
because they felt that too many surveys were being asked of them. This sentiment
was encountered in several instances. While this position may have been well
intended, it left many unit directors powerless and without the option to participate
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when they had wanted to do so. Nursing unit leader engagement was decidedly better
where chief nurse executives also were engaged in the process and free access to unit
leaders was made possible.
The web survey presented some of its own challenges. There were a number
of instances where leaders had difficulty understanding the instructions for survey
completion so that responses could be linked to them for analysis. In hospitals where
administrators allowed direct communication with nurse leaders, it was possible to
talk them through the process. Many potential participants were lost because
managers thought they had completed and dispatched surveys appropriately but they
had not; contacting them to ask that they repeat the process was rarely fruitful.
Notwithstanding, this preliminary study does provide the basis for a model
that can be tested on a larger population of unit leaders and their staff. If both phases
were to be done on a larger sample, it is probable that results could provide
meaningful data to inform nurse leaders on maximizing performance of the nursing
workforce.
Summary and conclusion
The results of this study suggest that both perceived follower support and
supportive supervision are important but uniquely different factors in promoting
positive work team outcomes on the hospital unit. While the premise of SS is that the
onus is on the unit leader to be supportive in order to achieve those outcomes, PFS
brings a novel and different approach by emphasizing the probability of the nursing
unit work team collective as a bottom up sphere of influence in the work
environment. The results of this study show that when unit nurse leaders feel
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supported they are likely to be more supportive of their followers. When followers
are supported, they are likely to form more cohesive teams, are more satisfied at
work, and are more likely to stay with the organization.
Findings from this body of research, though tentative, serve as a preliminary
step in guiding the direction of more expansive studies to examine the role of PFS
and supportive supervision and the influence of these two factors on nursing staff
performance outcomes. It must be emphasized, however, that the results of this study
need to be interpreted with caution and used only as a precursor to future studies.
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Appendix A
NURSING STAFF INSTRUMENTS
Supportive Supervision
1. I can rely on my supervisor to act promptly when I ask for help, for example,
if things are not going well between myself and my co-workers or between
myself and residents and/or their families.
2. My supervisor strikes a balance between client’s/families’ concerns and mine.
3. My supervisor encourages me even in difficult situations.
4. My supervisor makes a point of expressing appreciation when I do a good job.
5. My supervisor is friendly and approachable.
6. My supervisor treats all group members as his or her equals.
7. My supervisor looks out for the personal welfare of group members.
8. My supervisor is willing to make changes.
9. My supervisor refuses to explain his or her actions (R).
10. My supervisor acts without consulting the work group (R).
11. My supervisor does not allow voicing of different opinions (R).
12. My supervisor is very critical of new ideas (R).
13. My supervisor refuses to compromise on his or her views (R).
7-point Likert scale: 1- Strongly disagree; 2- Moderately disagree; 3- Slightly
disagree; 4- Neither agree nor disagree; 5- Slightly agree; 6-Moderately agree; 7Strongly agree.

Nursing Staff Job Satisfaction
1. In general my job measures up to the sort of job I wanted when I took it.
2. My job is enjoyable.
3. All in all I am satisfied with my job on my unit.
7-point Likert scale: 1- Strongly disagree; 2- Moderately disagree; 3- Slightly
disagree; 4- Neither agree nor disagree; 5- Slightly agree; 6-Moderately agree; 7Strongly agree.
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Nursing Staff Engagement
Work-Engagement
1.
2.
3.
4.
5.
6.
7.
8.
9.

At my work, I feel bursting with energy
At my job, I feel strong and vigorous
I am enthusiastic about my job
My job inspires me
When I get up in the morning, I feel like going to work
I feel happy when I am working intensely
I am proud of the work that I do
I am immersed in my work
I get carried away when I’m working
Seven-item Likert-type scale

Never (0) Almost never (1) Rarely (2) Sometimes (3) Often (4) Very often (5)
Always (6)
Self-Engagement in Work
1.
2.
3.
4.
5.

I am committed to performing well at my job.
How well I do in my job matters a great deal to me.
How well I do in my job influences how I feel.
I really care about the outcomes that result from my job performance.
I invest a large part of myself into my job performance.

7-point Likert-type Scale
1- Strongly disagree; 2-Somewhat disagree 3-Disagree; 4- Neither agree nor disagree;
5-Somewhat agree; 6-Agree; 7- Strongly agree.

Work Team Cohesion
1.
2.
3.
4.
5.
6.

There is a great deal of trust among members of my work group.
Members of my group work together as a team.
The members of my work group are cooperative with each other.
My work group members know that they can depend on each other.
The members of my work group stand up for each other.
The members of my work group regard each other as friends.

7-point Likert-type Scale
1- Strongly disagree; 2-Somewhat Disagree; 3- Disagree 4-Neither agree nor
disagree; 5-Somewhat Agree; 6-agree; 7- Strongly agree.
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Nursing Staff Turnover Intention
1.
2.

I hardly ever think about leaving this organization.
It would take a lot to get me to leave this organization.

7-point Likert-type Scale
1- Strongly disagree; 2-Somewhat Disagree; 3- Disagree; 4- Neither agree nor
disagree; 5-Somewhat Agree; 6- Agree; 7-Strongly agree.
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Appendix B
NURSE LEADER INSTRUMENTS
Perceived Organizational Support
1.
2.
3.
4.
5.
6.
7.
8.
9.

My Organization really cares about my wellbeing.
My Organization values my contribution to its wellbeing.
My Organization cares about my general satisfaction at work.
Even if I did the best job possible, my Organization would fail to notice (R).
My Organization takes pride in my accomplishments at work.
My Organization would ignore any complaint from me (R).
My Organization shows very little concern for me (R).
My Organization fails to appreciate any extra effort from me (R).
My Organization would grant a reasonable request for a change in my
working conditions.
10. My Organization is willing to help me when I need a special favor.
7 Point Likert Scale: 1 (strongly disagree) to 7 (strongly agree)

Perceived Follower Support

1. My staff feel the Organization made the right decision in appointing me as
their supervisor.
2. If I received recognition for my accomplishments, my staff would be happy
for me.
3. My staff believe I am doing an excellent job.
4. If I were to be laid off, my staff would be sympathetic.
5. My staff believe I am making important contributions to the department.
6. My staff really care about my wellbeing.
7. My staff fail to understand what a good job I am doing (R).
8. My staff show little interest in my welfare (R).
7-Point Likert Scale: 1 (strongly disagree) to 7 (strongly agree)

117
Role Conflict
1.
2.
3.
4.
5.
6.
7.

I have to do things that should be done differently
I work under incompatible policies and guidelines
I receive an assignment without the manpower to complete it
I have to buck a rule or policy in order to carry out an assignment
I work with two or more groups who operate quite differently
I receive incompatible requests from two or more people
I do things that are apt to be accepted by one person and not accepted by
others.
8. I work on unnecessary things.
9. I have to work under vague directives or orders.
10. I do not know if my work will be acceptable to my boss.
7-Point Scale: 1 – Never true; 2 – Rarely true; 3 – Infrequently true; 4 – Neutral;
5 – Sometimes true; 6 – Usually true; 7 – Always true

Workload

1.
2.
3.
4.
5.

How often does your job require you to work very fast?
How often does your job require you to work very hard?
How often does your job leave you with little time to get things done?
How often is there a great deal to be done?
How often do you have to do more work than you can do well?

5-point Likert-type response scale:
1- Less than once per month or never; 2- Once or twice per month; 3- Once or twice
per week; 4- Once or twice per day; 5- Several times per day.
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Appendix C
Georgia State University
Byrdine F. Lewis School of Nursing and Health Professions
Informed Consent
A Time-lagged Study of the Effects of Hospital Unit Nurse Leaders’
Perceived Follower Support on Nursing Staff Performance Outcomes

Title:

Principal Investigator:

I.

Cecelia Marie Grindel, PhD, RN, FAAN
Joy Bailey, PhD(c), MSN, RN, Student P.I.

Purpose:

You are invited to take part in a research study. The purpose of the study is to examine
the effect of support relationships among nursing staff in acute care hospital inpatient
units. In particular we would like to find out what makes a unit leader more supportive of
their staff. We will look at supportive relationships between unit nurse leaders and their
staff. We will also look at how supportive relationships affect your team. You are
invited to take part because you are a staff member on a hospital nursing unit. A total of
120 to 150 unit nurse leaders and their nursing staff will be recruited for this study. It
will take about fifteen to twenty minutes of your time to complete a survey. We will ask
you to complete the survey two times, six months apart.
II.

Procedures:

If you decide to participate, we will ask you to complete an Internet survey
questionnaire with some basic information about yourself. Also we will ask your
opinion about support relationships at work that could affect your work
performance. In return for your participation, your work team will be eligible for six
rewards, of $100 each at Time 1. The first six nursing teams that return completed
surveys from 50% or more staff within three weeks will get the award. At Time 2,
your team will be eligible for six rewards two of $200, and four of $100 for the first
six nursing teams to return completed on-line surveys from 50% or more staff within
four weeks. We will send up to three reminders to staff who have not yet completed
and returned the survey. We will communicate results of the award to your nurse
leader within one week after data collection is completed. So that you are not
personally identified, Qualtrics, an independent data management company, will
confidentially and securely distribute the survey to you via the Internet.
III.

Risks:

In this study, you will not have any more risks than you would in a normal day of
life.
IV.

Benefits:
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Taking part in this study may not benefit you personally. Overall, we hope to gain
information about the nature of your work on the hospital unit and better understand your
experiences and relationships on the job. We hope that we will identify important issues
that impact your job and obtain awareness of your working conditions and how they might
affect your performance. We hope also that the findings will contribute to nursing
knowledge and to improving the work environment for nursing personnel in general.
V.

Voluntary Participation and Withdrawal:

Taking part in this research is voluntary. You do not have to be in this study. If you
decide to be in the study and change your mind, you have the right to drop out at any
time. You may skip survey questions or stop participating at any time. Whatever you
decide, you will not experience any negative consequences at your workplace as a
result of taking part or not taking part.
VI.

Confidentiality:

All data obtained from participants will be kept confidential and will only be reported in
an aggregate format (by reporting only combined results and never reporting individual
ones). All questionnaires will be concealed, and no one other than the primary
investigator and assistant researchers listed below will have access to them. The data
collected will be stored in the HIPPA-compliant, Qualtrics secure database until the
primary investigator deletes it. We will keep your records private to the extent allowed
by law. Joy Bailey, Cecelia Marie Grindel, and members of the research team will have
access to study data. Information also may be shared with those who make sure the study
is done correctly (GSU Institutional Review Board, the Office for Human Research
Protection (OHRP). Because Qualtrics will be issuing you a unique identification
number for this survey, we will not be able to readily identify the name of the person who
answers any particular survey. We will use the number rather than your name on all
study records. E-mail information and related codes will be held in a separate file from
the data that we collect. While the information you provide will be encrypted,
transmitted and stored in a password and firewall-protected computer we must advise that
information submitted over the Internet has limitations with regard to security. We will
not collect your IP address and will take all possible precautions to enable security of the
data you submit to us. Your name, institution and other facts that might point to you will
not appear when we present this study or publish its results. It is possible that the data
will be used in further studies by the principal and student investigators. Data will not be
released to any other person except those mentioned in this consent form. You will not
be identified personally.
VII.

Contact Persons:

Please contact Joy Bailey (404-xxx-xxxx; researchername@gmail.com) or Dr. Cecelia Marie
Grindel (404-xxx-xxxx; researchername@gmail.com) if you have questions about this study.
If you have questions or concerns about your rights as a participant in this research study, you
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may contact Susan Vogtner in the Office of Research Integrity (404-413-35;
svogtner1@gsu.edu).
VIII.

Copy of Consent Form to Subject:

You may print and keep a copy of this consent form for your records.
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Appendix D
Georgia State University
Byrdine F. Lewis School of Nursing and Health Professions
Informed Consent
Title:

A Time-lagged Study of the Effects of Hospital Unit Nurse Leaders’
Perceived Follower Support on Nursing Staff Performance Outcomes

Principal Investigator:

I.

Cecelia Marie Grindel, PhD, RN, FAAN
Joy Bailey, PhD(c), MSN, RN, Student P.I.

Purpose:

You are invited to participate in a research study. The purpose of the study is to examine
how support relationships at work affect your performance. In particular we would like
to find out whether your perception of how supportive your organization and staff are of
you affects your interactions with your nursing team on the unit. Also we want to find
out whether your support of nursing staff is associated with team cohesiveness, staff job
satisfaction, staff engagement, staff turnover and staff absenteeism. You are invited to
participate because you are a hospital unit nurse leader. A total of 120 to 150 nurse
leaders and each leader’s nursing staff will be recruited for this study. Participation will
require a total of about fifteen to twenty minutes of your time at two time points each, six
months apart.
II.

Procedures:

If you decide to participate, we will ask you to complete an Internet survey
questionnaire that contains some basic demographic information. In addition, we
will seek your opinion about support relationships at work and working conditions
that have the potential to affect your work performance. We will also ask you to
provide information for us to contact members of your staff so that they too may
participate in the study.
We will give you a $10 gift card at the time of recruitment at Time 1. In addition
your team will be eligible for six rewards of $100 each at Time 1 for the first six
teams to return completed surveys from 50% or more staff within three weeks. At
Time 2, your team will be eligible for two prize rewards of $200 and four of $100
each again, for the first six nursing teams to return completed on-line surveys from
50% or more staff within four weeks. We will send a maximum of three reminders
to participants who have not yet completed and returned the survey. Results of the
award will be communicated to you within one week at the end of data collection.
In order to de-identify participants, Qualtrics, an independent data management
company, will confidentially and securely distribute the survey to both you and your
staff via the Internet.

122
III.

Risks:

In this study, you will not have any more risks than you would in a normal day of
life.
IV.

Benefits:

Participation in this study may not benefit you personally. Overall, we hope to gain
information about the nature of your work as unit nurse leader, and better understand your
experiences and relationships on the job. We hope that we will further enhance nursing
knowledge by identifying important issues that impact your job and obtaining awareness
of your working conditions and how they might affect your performance. We hope also
that the findings will contribute to improving the work environment for nursing personnel
in general.
V.

Voluntary Participation and Withdrawal:

Participation in this research is voluntary. You do not have to be in this study. If you
decide to be in the study and change your mind, you have the right to drop out at any
time. You may skip questions or stop participating at any time. Whatever you decide,
you will not experience any negative consequences at your workplace as a result of
participating or not participating.
VI.

Confidentiality:

All data obtained from participants will be kept confidential and will only be reported in
an aggregate format (by reporting only combined results and never reporting individual
ones). All questionnaires will be concealed, and no one other than the primary
investigator and assistant researchers listed below will have access to them. The data
collected will be stored in the HIPPA-compliant, Qualtrics secure database until the
primary investigator deletes it. We will keep your records private to the extent allowed
by law. Joy Bailey, Cecelia Marie Grindel, and members of the research team will have
access to study data. Information also may be shared with those who make sure the study
is done correctly (GSU Institutional Review Board, the Office for Human Research
Protection (OHRP). Because Qualtrics will be issuing you a unique identification
number for this survey, we will not be able to readily identify the name of the person who
answers any particular survey. We will use the number rather than your name on all
study records. E-mail information and related codes will be held in a separate file from
the data that we collect. While the information you provide will be encrypted,
transmitted and stored in a password and firewall-protected computer we must advise that
information submitted over the Internet has limitations with regard to security. We will
not collect your IP address and will take all possible precautions to enable security of the
data you submit to us. Your name, institution and other facts that might point to you will
not appear when we present this study or publish its results. It is possible that the data
will be used in further studies by the principal and student investigators. Data will not be
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released to any other person except those mentioned in this consent form. You will not
be identified personally.
VII.

Contact Persons:

Please contact. Joy Bailey (404-xxx-xxxx; researchername@gmail.com) or Dr. Cecelia Marie
Grindel (404-xxx-xxxx; researchername@gmail.com) if you have questions about this study.
If you have questions or concerns about your rights as a participant in this research study, you
may contact Susan Vogtner in the Office of Research Integrity (404-413-3513;
svogtner1@gsu.edu).
VIII.

Copy of Consent Form to Subject:

You may print and keep a copy of this consent form for your records.
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Appendix E

Template of Preliminary Communication with Participants
Dear _________
In a few days you will be receiving a survey to give you and your fellow nursing staff
employees the opportunity to express your views concerning your working environment
and relationships with members of your work team. Professors at Georgia State
University have designed and will administer the survey through an independent
company. Your responses to this survey will be handled so that no one will identify that
you have given your answer. Results of this survey will be reported in general and
only as relationships found between variables; for example we might find and report
that a manager’s high workload may be related to low staff job satisfaction. This
will be an excellent opportunity to express your real opinions to professionals who are
independent of your hospital and work unit.
Thank you for participating.

Template of Invitation e-mail
Dear ___________
Your hospital is cooperating with Georgia State University on a survey to give you and
your fellow nursing employees the opportunity to express your views concerning ways to
increase employee satisfaction and productivity. At the end of the study we will let you
and your hospital know the results. We will tell you in general, what relationships
were found between variables, for example we might report that good supervisor
support is related to good team relationships and low absenteeism. NO individual
or team responses will be reported so you will not be identified.
The School of Nursing of Georgia State University has designed and is administering the
questionnaire. This is an excellent opportunity to express your frank opinions to
professionals who are independent of the hospital.
Click here to begin the questionnaire and obtain more details.
Thank you for your cooperation.
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Appendix F
Flyer Inviting Participation

Will you help us with our research study?
We are inviting nursing staff to participate in a short Internet survey
about support relationships at work.
Knowing how you experience working on your unit will help us better understand
what makes a healthy and productive workplace for nursing staff.
You will be sent a link to take the survey anonymously.
How long will it take? 10 minutes or less
For confidentiality, data will be managed by a company unrelated to your
workplace.
To find out more, please e-mail or call Joy Bailey 404-xxx-xxxx
researchername@gmail.com
Your unit nursing team will be eligible for gift awards.
Thank you and we hope you will participate!
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Appendix G
Output for Work Team Cohesion Regression Model
Hypothesis 4b: Supportive supervision mediates the relationship between PFS and
unit staff performance outcomes such that high levels of leader supportive
supervision are associated with high work team cohesion.
N = 32
Analysis of Variance (Work team cohesion)
Source

DF

Model

Sum of
Squares

Mean
Square

2 257.42042 128.71021

Error

29 340.18788

Corrected
Total

31 597.60829

Root MSE

F Value

Pr > F

10.97 0.0003

11.73062

3.42500 R-

Square

Dependent
Mean

31.90780 Adj R-

Coeff Var

10.73405

Sq

0.4308
0.3915

Parameter Estimates (Work team cohesion)
DF

Parameter Standard
Estimate
Error t Value

Variable

Label

Pr > |t|

Intercept

Intercept

1

6.43605 5.83340

1.10

0.2790

SS

Supportive
Supervision

1

0.37171 0.09716

3.83

0.0006

PFS

Perceived Follower
Support

1

-0.01881 0.12750

-0.15

0.8837
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Output for Nursing Staff Job Satisfaction Regression Model
Hypothesis 4b: Supportive supervision mediates the relationship between PFS and unit
staff performance outcomes such that high levels of leader supportive supervision are
associated with high staff job satisfaction.
N = 32
Analysis of Variance (Staff job satisfaction)
Sum of
Squares

Mean
Square

F
Value

Pr > F

2 17.99627

8.99813

5.97

0.0067

Error

29 43.70534

1.50708

Corrected
Total

31 61.70161

Source

DF

Model

Root MSE
Dependent
Mean

1.22763 R-

Square

16.90094 Adj R-Sq

Coeff Var

0.2917
0.2428

7.26369

Parameter Estimates (Staff job satisfaction)
Variable

Label

DF

Parameter Standard
Estimate
Error t Value

Pr > |t|

Intercept Intercept

1

9.76713

2.09088

4.67

<.0001

SS

Supportive
Supervision

1

0.07937

0.03482

2.28

0.0302

PFS

Perceived
Follower Support

1

0.03198

0.04570

0.70

0.4896
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Output for Nursing Staff Turnover Intent Regression Model
Hypothesis 4b: Supportive supervision mediates the relationship between PFS and unit
staff performance outcomes such that high levels of leader supportive supervision are
associated with low turnover intent.
N = 32
Analysis of Variance (Staff turnover intent)
Sum of
Squares

Mean
Square

2 14.83148

7.41574

Error

29 48.72102

1.68004

Corrected
Total

31 63.55250

Source

DF

Model

F
Value

4.41 0.0212

Root MSE

1.29616 R-

0.2334

Dependent
Mean

9.70881 Adj R-Sq

0.1805

Coeff Var

Square

Pr > F

13.35037

Parameter Estimates (Staff turnover intent)
Variable

Label

DF

Parameter Standard
Estimate
Error t Value

Pr > |t|

Intercept Intercept

1

3.22945 2.20760

1.46

0.1543

SS

Supportive
Supervision

1

0.07172 0.03677

1.95

0.0608

PFS

Perceived Follower
Support

1

0.02960 0.04825

0.61 0.5443

